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Time 
after 
time... 


in study 


after 
study 


Once again, controlled sensitivity studies have demonstrated the effi- 
cacy of CHLOROMYCETIN. In one long-term study,! designed to eliminate 
variable faciwrs in patterns of bacterial resistance, 5,600 consecutive 
cultures of gram-positive organisms were tested over a 16-month period. 
Of the four broad-spectrum antibiotics evaluated, CHLOROMYCETIN 
was consistently superior. 

Reports from the literature2* have repeatedly confirmed the observa- 
tion that CHLOROMYCETIN is effective against a wide variety of clinically 
important pathogens. The marked susceptibility of gram-negative as 
well as gram-positive organisms to CHLOROMYCETIN suggests this anti- 
biotic as an agent of choice in many infections.3 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, includ- 
ing Kapseals® of 250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately 
or for minor infections. Furthermore, as with certain other drugs, adequate blood 
studies should be made when the patient requires prolonged or intermittent therapy. 


CHLOROMYCETIN 


(chloramphenicol, Parke-Davis) 


PROVES OUTSTANDINGLY EFFECTIVE AGAINST PROBLEM PATHOGENS 





IN VITRO SENSITIVITY OF GRAM-POSITIVE COCCI FROM 5,600 CONSECUTIVE 
CULTURES TO CHLOROMYCETIN AND TO THREE OTHER BROAD-SPECTRUM ANTIBIOTICS” 


‘hom ANTIBIOTIC C 


REFERENCES: (1) Leming, B. H., Jr., & Flanigan, C., Jr., in Welch, H., & Marti-Ibanez, FE: Antibiotics Annual 1958- 
1959, New York, Medical Encyclopedia, Inc., 1959, p. 414. (2) Goslings, W. R. O., & Buchli, K.: Arch. Int. Med. 102:691, 
1958. (3) Suter, L. S., & Ulrich, E. W:: Antibiotics & Chemother. 9:38, 1959. (4) Metzger, W. I., in Welch, H., & Marti- 
Ibanez, F: Antibiotics Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 966. (5) Fischer, H. G.: Deutsche 
med. Wchnschr. 84:257, 1959. (6) Borchardt, K. A.: Antibiotics & Chemother. 8:564, 1958. (7) Schneierson, S. S.: J. Mt. 
Sinai Hosp. New York 25:52, 1958. (8) Waisbren, B. A.: Wisconsin M. J. 57:89, 1958. 


*Adapted from Leming & Flanigan.* 
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NOW even 
Many cardiac patients 
may have THE FULL 
BENEFITS OF 
CORTICOSTEROID 


THERAPY 


DECADRON—the new and most potent of all corticosteroids, eliminated fluid 
retention in all but 0.3 percent of 1500 patientst, and induced beneficial diuresis 
in nearly all cases of pre-existing edema. 


Therapy with DECADRON has also been 
distinguished by virtual absence of dia- 
betogenic effects and hypertension, by 
fewer and milder Cushingoid reactions, 
and by freedom from any new or ‘‘pecul- 
iar’ side effects. Moreover, DECADRON 


has helped restore a ‘‘natural’’ sense of 
well-being. 
*& tAnalysis of clinical reports. 
DEXAMETHASONE *DECADRON is a trademark of Merck & Co., Inc. ©1958 Merck 
2 & Co., Inc. 
treats more patients 
A MERCK SHARP & DOHME 
more effectively mQo DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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When blood pressure must come down 


When you see symptoms of hypertension such as dizziness, headache, and fainting your patient is 
a candidate for Serpasil-Apresoline. Even when single-drug therapy fails, Serpasil-Apresoline fre- 
quently can bring blood pressure down to near-normal levels, reduce rapid heart rate, allay anxiety 


supptieo: Tablets #2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydro- 
chioride; Tablets #1 (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochioride 


SERPASIL-APRESOLINE’ BEE 


SUMMIT, N. J. 
of 2765eK ydrochioride (reserpine and hydralazine hydrochloride cis) 








properties 


greater inhibitory action...lower intake per 
dose... DECLOMYCIN produces equivalent or 
greater clinical activity with less antibiotic because 
of two basic factors: (1) increased potency, and 
(2) longer retention. 


broad-spectrum control in depth. Higher ac- 
tivity level enhances range of previous antibiotics. 
Some problem pathogens have been found more 
responsive. Strains of Pseudomonas, Proteus and 
A. aerogenes have proved sensitive to DECLOMYCIN. 


sustained activity level. DECLOMYCIN main- 
tains a more constant level of activity. Infection is 
quickly resolved. 


24-48 hours extra activity... protection 
against relapse. Antimicrobial control is main- 
tained after stopping dosage. Most other antibiotics 
dissipate rapidly on withdrawal. 


REFERENCES: 

1-11. Papers read at Seventh Symposium on Antibiotics, 
Washington, D. C., November 4-6, 1959. 

12. Phillips, F. M.: DECLOMYCIN—Seventh Interim Report. 
Department of Clinical investigation, Lederle Laboratories, 
Pearl River, N. Y., December 4, 1959. 

CAPSULES, 150 mg., bottles of 16 and 100. 

Dosage: average adult, 1 capsule four times daily. 
PEDIATRIC DROPS, 60 mg./cc. in bottle of 10 cc. with calli- 
brated dropper. 

ORAL SUSPENSION, 75 mg./5 cc. tsp. in 2 oz. bottle. 


new broad-spectrum 


ECLOMYCIN| 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


a masterpiece of antibiotic design 
JMSMS 
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performance 


genitourinary infection. Roberts, M. S.; Seneca, H., 
and Lattimer, J. K.," New York, N. Y.—Ninety-one percent 
of the Gram-positive and 27 per cent of the Gram- 
negative, among 66 organisms cultured from geni- 
tourinary infection, responded to DECLOMYCIN. 
Serum antibiotic activity was found three times 
greater than with tetracycline. 


toleration. Boger, w. P., and Gavin, J. J.,2 Norristown, 
Pennsyivania— Side effects with DECLOMYCIN were 
minimal. When dosage was 0.5 to | Gm. daily in 
divided doses, only two of 82 patients exhibited 
nausea. 


activity level sustentation. Kunin, C. M.; Dornbush, 
A. C., and Finland, M.,? Boston, Massachusetts—Of the 
four tetracycline analogues, DECLOMYCIN Demeth- 
ylchlortetracycline showed the longest sustained 
activity levels in the blood. 


g onococcal infection. marmeil, M., and Prigot, A.,‘ 
New York, N.Y.-Of 63 cases of gonorrhea, 61 
promptly responded after short courses of DECLO- 
MYCIN. Therapeutic effect was found equal to that 
of intramuscular penicillin. 


bronchopulmonary infection. Perry, D. M.; Hall, G. 
A., and Kirby, W. M. M.,5 Seattle, Washington -Of 30 cases 
of acute bacterial pneumonia, all were afebrile fol- 
lowing two to 10 days of treatment with DecLo- 
MYCIN. Results were good in 21.... All of six 
patients with acute bronchitis responded promptly. 


pediatric infection. Fujii, R.; ichinashi, H.; Minamitani, 
M.; Konno, M., and Ishibashi, T.,* Tokyo, Japan—In 309 pe- 
diatric patients with various infections, DECLO- 
MYCIN was effective in 75 per cent. 

urogenital infection. vineyard, J. P.; Hogan, J., and 
Sanford, J. P.,” Dallas, Texas— Clinical response in pye- 


lonephritis correlated well with results of in vitro 
sensitivity tests, which showed some strains of A. 


aerogenes, Proteus and Pseudomonas more suscep- 
tible to DecLomycin Demethylchlortetracycline 
than to its analogues. 


pneumonia. Duke, C. J.; Katz, S., and Donohoe, R. F.,* 
Washington, D. C.— Results were satisfactory in all but 
two of 32 cases of acute bacterial pneumonia, of 
which only | 1 were uncomplicated. No side effects 
were observed. 


brucellosis. Chavez Max G.,’ Mexico, D. F., Mexico— All 
of nine patients with Br. melitensis infection were 
afebrile after five days on DECLoMycIN. Blood cul- 
tures were negative in all cases on the 20th day. 
Side effects were limited to slight temperature in- 
creases which abated in four days. 


pustular dermatosis. Blau, S., and Kanof, N. B.,"° New 
York, N. Y.—Results with DECLOMYCIN were excel- 
lent in both of two cases of impetigo, one of two 
cases of folliculitis, six of nine cases of furunculo- 
sis, all of three cases of acne rosacea and 26 of 45 
cases of acne vulgaris. Overall, results were excel- 
lent or good in 85 per cent. 


antibacterial spectrum. Finland, M.; Hirsch, H. A. 
and Kunin, C. M.,"' Boston, Massachusetts— DECLOMYCIN 
Demethylchlortetracycline was found the most ef- 
fective of the tetracycline analogues against two- 
thirds of 680 normally sensitive strains of 15 sepa- 
rate species. 


the over-all picture. Combined results reported by 210 
clinical investigators’*— DECLOMYCIN produced a fa- 
vorable response (cured or improved) in 87 per 
cent of 1,904 paticnts. Two-thirds of the patients 
received one capsule every six hours. Treatment 
was continued for as long as 180 days, but was 
between three and eight days in most. Side effects 
were seen in 9.9 per cent, but necessitated discon- 
tinuance of treatment in only 1.8 per cent. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York E> 
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he needs a versatile, office standard ecg 


only SANBORN makes all three 


To the physician whose practice requires an “office 
standard” electrocardiograph of wide clinical usefulness, 
an instrument with such diagnostic advantages as 
two speeds, three recording sensitivities and provision 
for recording other phenomena will prove most logical. 
To the hospital nurse who must continually bring an 
electrocardiograph to the patient’s bedside, no instru- 
ment is quite so useful as the completely self-contained, 
mobile one that can be effortlessly rolled in and out of 
elevators, up and down ramps and corridors. And to the 
doctor who must have an ECG that he can pick up and 


take on house calls, no instrument is useful unless it is 
truly portable—and completely dependable trip after trip. 


To each of these people, Sanborn offers a modern in- 
strument designed with his particular needs in mind: 
the 2-speed “office standard” Model 100 Viso-Cardiette 
...its mobile counterpart, the Model 100M Mobile Viso- 
Cardiette . . . and the 18-pound Model 300 Visette. Only 
Sanborn makes all three. 


Descriptive Literature and Prices on request, from your 
Sanborn Branch Office, Service Agency or the Main Office. 


“ya 
SAN BORN COMPANY 


MEDICAL DIVISION, 175 Wyman St., 





54,M 


Derrorr Branch Office 13136 Puritan Ave., University 4-6336, 4-6337 
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THE FIRST TRUE “TRANQUILAXANT” 
rancopat 


relieves painful muscle spasm 
and relaxes the patient 


Impressive numbers of patients with low 
back pain and other musculospastic 
conditions treated with Trancopal have 
been freed of symptoms and enabled 
to return to their usual activities, according 
to newly published clinical reports. In a 
recent study by Lichtman,’ Trancopal brought 
' excellent to satisfactory muscle relaxation to 
“ 817 of 879 patients. The patients in this 
group suffered from skeletal muscle spasm 
associated with low back pain (361 cases), 
stiff neck (128 cases), bursitis (177 cases), 
and other skeletal muscle disorders 
(213 cases). Side effects were rare (2 per 
cent of patients), and it was not 
necessary to discontinue medication in any 
of the patients. Lichtman comments: 
¢¢Chlormethazanone [Trancopal] not only 
relieved painful muscle spasm, but 
allowed the patients to resume their normal 
activities with no interference in performance 
of either manual or intellectual tasks.?9° 


When you prescribe Trancopal for musculoskeletal disorders, you can confidently 
expect that your patients will be relieved of the pain and stiffness. You can be sure 
of their speedy return to everyday work and recreation. 





Mullin and Epifano call Trancopal ¢¢...a very effective skeletal muscle spasmolytic.?? * 
They found that Trancopal brought good to excellent relief to all of 39 patients with 
skeletal muscle spasm related to trauma, bursitis, rheumatoid arthritis, osteoarthritis, and 
intervertebral disc syndrome. (No side effects were noted except that one patient had slight 
dryness of the mouth. ) 

The pattern is similar in every new series reported: Ganz,‘ DeNyse,’ Shanaphy’* and Stough.’ 


Trancopal is a true ‘‘tranquilaxant’’ 


Trancopal ‘“...combines the properties of tranquilization and skeletal muscle relaxation 
with no concomitant change in normal consciousness.’’® 


helieves dysmenorrhea 


Trancopal not only is valuable in treating patients with low back 
pain and other musculoskeletal disorders, but is also very effective 
in bringing relief from menstrual cramps and discomfort. 
Shanaphy suggests that Trancopal may help the patient by its 
combination of muscle relaxant and tranquilizing actions, and he 
finds that ¢¢...the continued use of chlormezanone [Trancopal] as 

a therapeutic agent in dysmenorrhea is advisable.?9° Trancopal was 
effective in 82 per cent of his series of 50 patients. In another study, 
which dealt with 52 adolescent girls and 23 women, Stough’ reported 
that Trancopal gave complete or moderate relief in 86.4 per cent. 


ictal tension 


And, of course, Trancopal is also very useful in the treatment of patients in anxiety 
and tension states. As Ganz says, ¢¢...a most valuable drug for relieving tension, 
apprehension and various psychogenic states... allows the patient to use his energies in 
a more productive manner in overcoming his basic problems.?9 * 





Trancopal 


a true “tranquilaxant” 


that relieves skeletal muscle spasm 
and relaxes psychogenic tension 
without troublesome side effects, 
and keeps the patient on the job. 


Indicated for... 
Musculoskeletal disorders Psychogenic disorders 


Low back pain (lumbago) Fibrositis Anxiety and tension states 
Neck pain (torticollis) Ankle sprain, Dysmenorrhea 
Bursitis tennis elbow Premenstrual tension 
Rheumatoid arthritis Myositis Asthma 


Osteoarthritis Postoperative Angina pectoris 
Disc syndrome muscle spasm Alcoholism 


Now available in two strengths: 
se Trancopal Caplets®, 100 mg. 
= (peach colored, scored) , bottles of 100. 
NEW 


as Trancopal Caplets, 200 mg. 


(green colored, scored), bottles of 100. 


Dosage: Aduits, 100 or 200 mg. orally three or four times daily. Relief of symptoms 
occurs in from fifteen to thirty minutes and lasts from four to six hours. 
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NIAMID 


the mood brightener 


makes the 
cancer patient 
more comfortable 


NIAMID lessens the need for nar- 
cotics in the depressed cancer 
patient and appears to potentiate 
pain-relieving agents. As pain is 
reduced and mental outlook 
improves, apprehension and 
depression are replaced by a 
brighter and more alert attitude, 
and appetite returns. The family, 
too, is cheered by the improve- 
ment in the patient’s condition. 
With NIAMID therapy, patient 
care becomes noticeably less 
demanding. 


Supply: NIAMID (brand of nialamide) 
is available as 25 mg. (pink) and 100 
mg. (orange) scored tablets. 


Complete references and a Professional 
Information Booklet giving detailed in- 
formation on NIAMID are available on 
request from the Medical Department, 
Pfizer Laboratories, Division, Chas. 
Pfizer & Co., Inc., Brooklyn 6, New York 


NIAMID 


the mood brightener 
in cancer 


Science for the world’s well-being™ 
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THE BIG JOB 


Wilh A bk 


President 


Michigan State Medical Society 


Michigan Medicine has long sought for ways and 
means to better serve the people of this state and na- 
tion. Its record is a proud one. 

We recall the long list of famous “firsts of which 
the MSMS very modestly boasted. These were projects 
or programs or organizations which originated in the 
minds and hearts of our confreres of yesteryear. They 
made our Society the envy of every other state society 
in the nation. 

Each of these "firsts" treated a basic problem or an 
important segment of health activity or knowledge. 

Yet, no single one of them ever "involved" the inter- 
est and service of a// MSMS committees and members. 

A new program has been begun which may do just 
that—demand the interest, cooperation and thinking of 
every committee, the zeal of every member. 

This is called "The Presidential Program," probably 
for want of a better name. It's an intriguing project 
and the more you think about it the more interesting it 
becomes. It has a beginning and an end. It has a 
hard-to-reach, challenging goal. It offers opportunity 
for participation by every responsible organization in 
Michigan interested in health and promises much of 
value to every citizen. 

| think you will want to read about this program in 
this number of your Journal. | know you will want to 
participate in this project. | am confident we have op- 
portunity to do the BIG job. 





MCI Offers Clinical TV 


For two hours each day, doctors attending the Michigan Clinical 
Institute will see special teaching television programs, in color, 
emanating from Detroit’s Harper Hospital. The programs, set for 
10:30 a.m., March 9, 10, 11, will be carried over a closed circuit 
using the electronic equipment and TV cameras of Smith, Kline & 
French Laboratories. 

The daily subjects are: 

Wednesday—Surgery of the Skin and Subcutaneous tissues; 

Varicose Ulcers; and Hospital Care of a Surgical Wound. 

Thursday—The Physical Signs of Congestive Heart Failure; 

The Diagnosis of Carotid Arterial Occlusion; Cardiac Arrest 

in the Operating Room; Glaucoma With Instruction in Tono- 

metry; Common Ocular Fundus Findings; and Common External 

Eye Diseases. 

Friday—Early Detection of Cervical Carcinoma; Cytologic 

Techniques; Prolapse Uteri; and Clinical Aspects of Aging. 

E. A. Osius, M.D., Detroit, coordinator of the MCI Color Tele- 
vision committee, said, “This year the closed circuit telecasts again 
will emphasize the practical aspects of medical subjects discussed by 
the eminent ‘teachers’ drawn from throughout the state. All the 
material presented will be down-to-earth and applicable in daily 
practice.” 


Thirty-Day Deadline Applies Only to 
Care of Afflicted 


Penalties on physicians treating crippled (but not afflicted) chil- 
dren have been eased somewhat by a recent ruling of the state At- 
torney General. 

Until last year, the Crippled Children Commission had denied 
payment for care of either category if the physician’s billing was 
submitted more than ninety days after the patient’s discharge from 
the hospital. This deadline was changed to thirty days in the 
1959 Session. 

In December, the Attorney General held that this deadline did 
not apply to billings for care of crippled children. He pointed out 
that restrictive language in the crippled children law differed in 
meaning from that in the afflicted children law, and that the thirty- 
day limitation in the first instance was merely “directory.” 

In the afflicted care law however, the Commission still is speci- 
fically prohibited from paying bills that are submitted after the new 
thirty-day deadline. 
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HIGHLIGHTS of MSMS Council Meeting 


Meeting of December 16, 1959 


The full Council met in Detroit at the Wayne 
County Medical Society Building and in a seven-hour 
session considered 81 items. Chief in importance were: 
@ Review of actions of 1959 MSMS House of Dele- 

gates: The Speaker was authorized to transmit, in 
good order, to Michigan Medical Service all matters 
in the House of Delegates Proceedings pertinent to 
that organization, as soon as possible annually after 
receipt of the transcript. 

@ Reply from Michigan Hospital Service (Blue Cross) 
re Resolution No. 30 (itemization of Blue Cross- 
Blue Shield premium notices) was presented; also 
follow through by the Michigan Association of the 
Professions re resolution No. 39 (professional serv- 
ices for senior citizens). The Council referred to 
its County Societies Committee a recommendation 
that widows of MSMS members be permitted to 
carry on Michigan Medical Service contracts held 
by the MSMS group. 

@ Proposed Presidential Program (Five-Year Plan) was 
presented by Doctors Milton A. Darling, Detroit, 
and K. H. Johnson, Lansing. In essence the Presi- 
dents’ Project provides for a program to advance 
the useful years of the people of Michigan by the 
application of existing health knowledge. Stress is 
to be laid on the useful years of life rather than on 
the mere extension of the life span. The Council 
approved the Presidential Program and requested all 
MSMS Committees to help implement the Program 
when it is completely drafted. 

@ President Darling presented a résumé on certain 
testimony presented before the McNamara Com 
mittee in Detroit on December 11, and the publicity 
accruing therefrom. The President’s statement con- 
tained in a letter to Michigan Hospital Service was 
approved by The Council. 

Report of AMA House of Delegates (December 

1959 Session in Dallas) was presented by Chairman 

W. A. Hyland, M.D., Grand Rapids. 

Speaker J. J. Lightbody, M.D., Detroit, announced 

the appointment of House of Delegates Committees, 

as authorized by the 1959 House. 

@ Resignation of Council Chairman. A. E. Schiller, 
M.D., Detroit, submitted his resignation as of Janu- 
ary 1960 as Chairman of The Council, for health 
reasons, indicating he would be able to continue as 
Councilor for the First District. Doctor Schiller’s 
resignation was acknowledged with deep regret and 
with an expression of high thanks for his contribu- 
tions to Michigan Medicine. 

@ Relative Value Study Committee’s questionnaire. 
Report from Chairman Luther R. Leader, M.D., 
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Detroit, indicated that RVS questionnaires had been 
mailed to all MSMS members on November 27 and 
that returns to December 14 totaled 2,255. 


@ New Uniform Fee Schedule for Governmental Wel- 


fare Agencies has been distributed to all MSMS 
members, as per instruction of The Council. 


@ Editor Wilfrid Haughey, M.D., Battle Creek, re- 


ported on progress with the new format of TH! 
JourNAL: the January 1960 Number will be im- 
proved typographically in accordance with plans to 
help the reader find material more easily. News 
material will be divided into sections: Scientific, 
Editorial, State Society, Public Relations, Socio- 
economic, National and World, Ancillary and News 
Briefs. Other changes are in improved headlines 
table of contents page and placement of advertising. 


@ Legal Counsel Lester P. Dodd, Detroit, presented 


opinions re (a) problems involved in utilization of 
practical nurses in administration of drugs and 
medication; and (b) liability of physicians who 
volunteer for emergency call service at local hos- 
pitals. 

Mr. Dodd reported he had advised the Liaison 
Committee with Health Insurance Council, which 
asked whether insurance companies may take up 
certain matters with county medical society media- 
tion committees, that this is the only body of the 
county medical society that can hear outside repre 
sentatives and that insurance companies and private 
individuals should have free access to the advice of 
these county society committees. 


@ The Public Relations Counsel presented a progress 


report on legislation; on revising film “To Save 
Your Life’; Michigan Association of the Profes 
sions membership which has reached 2,656 and on 
its “Congress of the Professions” to be held in 
Detroit January 23. 


@ Committees: (a) Reconsideration of [tem 8 of the 


National Defense Committee minutes of October 21 
meeting resulted in The Council approving cospon- 
sorship of the proposed national defense symposium 
with the other groups indicated, to the extent of 
notifying component county societies of the meet- 
ing and urging them to send representatives. 

(b) Reconsideration of Items 9 and 10 of the 
October 29 minutes of the Maternal Health Com- 
mittee: Item 9, having to do with survey of dental 
and x-ray examinations and the sending of a ques- 
tionnaire, was approved provided the reporting 
physician’s permission has been obtained. The 
Council felt it would be helpful to send the patient’s 
letter to the doctor of medicine for forwarding to 
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the patient because with this advance knowledge, 
the physician could prevent any feeling on the part 
of the patient that the Federal Government was 
questioning the competency of the physician. 

Item 10 (re polyvalent flu vaccination for preg- 
nant women): The Council’s action of November 
18 in disapproving this item was sustained. 


(c) Minutes of the joint meeting of Big Look 


and Finance Committees, meeting of December 13, 
were presented and approved. 


(d) Appointments: 1. Katherine McMorrow, 
M.D., Mt. Clemens, was appointed to the Child 
Welfare Committee’s Subcommittee on School 
Health; 2. George H. Lawrie, M.D., Ann Arbor, 
to the Child Welfare Committee; 3. D. Bruce 
Wiley, M.D., Utica, to the Liaison Committee with 
the Michigan State Board of Registration in Medi 
cine; 4. Lester P. Dodd, J.D., was authorized to 
attend the AMA Law Conference in Chicago, May 
20; 5. G. Thomas McKean, M.D., Detroit, and 
Messrs. Herbert A. Auer and Warren F. Tryloff 
of the executive office to attend the Blue Shield 
Professional Relations Conference in Chicago, Feb 
ruary 1; 6. M. H. Seevers, M.D., Ann Arbor, to be 
the MSMS Delegate to the United States Pharma- 
copeial Convention in Washington, D. C., March 
28; 7. Milton R. Weed, M.D., Detroit, as General 
Chairman of Arrangements for 1960 MSMS Annual 
Session; 8. Wm. M. LeFevre, M.D., Muskegon, as 
two-year Director and G. B. Saltonstall, M.D 
Charlevoix, as one-year Director to the Michigan 
Association of the Professions; 9. Wm. Bromme 
M.D., Detroit, as Chairman of the Committee to 
Arrange Conference of Residents-Interns-Senior 
Medical Students scheduled for March 10 during 
M.C.I. in Detroit; 10. George A. Zindler, M.D., 
Battle Creek, to the Liaison Committee with Health 
Insurance Council; 11. Merle A. Haanes, M.D., 
Pontiac, to the Medical Care Insurance Committee; 
12. F. E. Luger, M.D., Saginaw, Chairman of 8th 
Councilor District Medical Care Insurance Com 
mittee; 13. J. W. Rice, M.D., Jackson, as Chairman 
and James W. Logie, M.D., Grand Rapids, as Vice 
Chairman of the Medical Care Insurance Commit- 
tee; 14. R. J. Mason, M.D., Birmingham, to the 
Michigan Clinical Institute Press Relations Com- 
mittee. 

Ralph H. Pino, M.D., Detroit, was nominated to 
the Governor for membership on the Michigan 
Social Welfare Commission. 


The Council’s Committee on Professional Lia- 
bility was discontinued, in view of action of the 
1959 House of Delegates in creating its own com- 
mittee on this same subject. 
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Schedule of Meetings of 
MSMS Council for 1960 


Sheraton-Cadillac Hotel, 
Detroit (before Michigan 
Clinical Institute) 


Monday, March 7 


Peninsular Club, Grand 
Rapids 


Wednesday, April 13 


Wednesday, May 18 Detroit Golf Club, De- 
troit 


Wednesday, June 22 Country Club of Flint 


Thursday and Friday, Grand Hotel, Mackinac 
July 14-15 Island 


Wednesday, August 24 New MSMS building, 
East Lansing 


New MSMS headquarters 
(Dedication on Sunday, 
September 25 second 


Saturday and Sunday, 

September 24-25 and 

Thursday, September 29 
meeting, Sheraton-Cadil- 


lac Hotel, Detroit 
Wednesday, November 16 New MSMS headquarters 


Wednesday, December 14 Great Lakes Club, De- 
troit 











New MSMS Headquarters Pre-cast 


Roof Vaults Erected in March 


Although construction progress on the new head 


quarters continued steadily during December, almost 
none of it was visible at the building site. 


William S. Jones, M.D., Menominee, chairman of 
the Big Look Committee, in his monthly building 
progress report to The Council explained, “In struc 
tures of traditional design, all construction is done at 
the building site, however, the newer methods used 
in the MSMS headquarters permits off-site construc- 
tion of the entire roof, the endwalls, and front and 
rear supporting columns. These units are being pre- 
cast of aggregate surface concrete in special work- 
shops and will be transported to East Lansing when 
completed.” 


Support columns were scheduled for erection at the 
building site by February 25 and the roof vaults are 
to be in place by mid-March. At this point, the 
building exterior will be in near-final form as scaffold- 
ing is removed and glass walls are installed. 


Doctor Jones said that the steel shortage was re 
sponsible for a slight delay in building progress. The 
current estimated completion date is July or August. 
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Salute Laboratory Animals 


“It isn’t often that man gives his ‘best friend’ the recog- 
nition so justly deserved,” said Milton A. Darling, M.D., 
MSMS president, at the U-M Medical Center. William N. 
Hubbard, M.D., dean of the U-M Medical Schools, holds the 
dog who now wears the silver medal of “Research Dog Hero 
of 1959.” Doctor Darling explained that “while this medal 
goes to Pansy alone, we recognize she is a symbol of labo- 
ratory animals throughout the nation.” 


Re-registration Fee 


New legislation enacted in 1959 requires every 
M.D. to re-register annually with the Michigan State 
Board of Registration in Medicine. The Board is mail- 
ing applications to all physicians; the fee is $5.00. 
Although the law imposes an extra $5.00 penalty on 
registrations received after January 1 of each year, 
the Board is delaying this provision until March 1, 
due to its difficulty in obtaining I.B.M. and other 
processing materials. 


Conduct Project in Upper Peninsula 


The Chippewa-Mackinac County Medical Society 
conducted a diabetes testing program during the an- 
nual Diabetes Week. The testing center was estab- 
lished at the Sault Ste. Marie War Memorial Hos- 
pital. D. D. Finlayson, M.D., was chairman. 


Changes Explained in Medicare 

A comprehensive report about Medicare contract 
changes has been mailed to all MSMS members by 
the Michigan Medical Service. The mailing explained 
the certain areas of care which were restored, ef- 
fective January 1, 1960, to the Dependents’ Medical 
Care Program. 


Society Conducts Diabetes Project 
A diabetes detection project was conducted in 
Grand Haven during the annual Diabetes Week by 
the Ottawa County Medical Society with the co- 
operation of the Grand Haven Junior Chamber of 
Commerce. Also assisting, was the American Dia- 
betes Association. Many junior chambers of com- 
merce are active in the diabetes control project 
which is a public health project recommended by 
both the national and Michigan JCC organizations. 


Patients Honor Macomb M.D. 


Because he has been “a modern doctor with an 
old-fashioned interest,” a Centerline (Macomb Coun- 
ty) physician received special recognition by his pa- 
tients. 

James W. Bryce, M.D., was presented with a 
bronze plaque on January 2, in a simple ceremony in 
his office by a committee representing about 150 of 
his patients. The group was especially appreciative of 
Doctor Bryce’s willingness to make house calls. 





March 30 
April 7 


April 13 
May 4 


June 17-18 
July 28-29 





National Conference on Rural Health 
Michigan Clinical Institute 
International Symposium on Platelets 
Michigan Conference on Comparative 
Medicine 

Physician and Hospital Workshop for 
Disaster Medical Care 

Ingham County Medical Society Spring 
Clinic 

Genesee County Cancer Day 


Wayne State University Clinic Day 
and Alumni Reunion 


Upper Peninsula Medical Society 
Coller-Penberthy Clinic 


Michigan Medical Meetings and Clinic Days 


February 25-27 
March 8-11 
March 17, 18, 19 
March 21-22 


Grand Rapids 
Detroit 
Detroit 

East Lansing 


Battle Creek 
Lansing 


Flint 
Detroit 


Escanaba 
Traverse City 











You Save More than Money 
with U.S. Savings Bonds 


You can save automatically 
with the Payroll SavingsPlan. 


You now get 334% interest 
at maturity. 


You invest without risk 
under U.S. Government 
guarantee. 


Your money will never be 
lost or destroyed. 


You can get your money, 
with interest, any time you 
want it. 


You can buy Bonds where 
you work or bank. 


And remember, you save 
more than money. 


The U. S. Government does not 
pay for this advertising. The 
Treasury Department thanks The 


Advertising Council and this 
magazine for their patriotic donation. 


You want her to grow up in a peaceful world. 
Bonds are one way to help make sure. 
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The first synthetic penicillin 
available 
for general clinical use 


FOR YOUR NEXT PATIENT WHERE PENICILLIN IS INDICATED. 


BLOOD LEVELS ORAL ROUTE IMPROVED 

TWICE AS HIGH PROVIDES HIGHER ANTIBIOTIC 

AS WITH BLOOD LEVELS THAN ACTION FROM 
POTASSIUM INTRAMUSCULAR ISOMERIC 
PENICILLIN V PENICILLIN G COMPLEMENTARITY 





» CONSIDER THESE 6 IMPORTANT THERAPEUTIC BENEFITS OF 
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POTASSIUM PENICILLIN-152 


ANTIBIOTIC REDUCED MANY STAPH 
ACTIVITY RATE OF STRAINS MORE 
DIRECTLY INACTIVATION SENSITIVE TO 
PROPORTIONAL BY STAPH SYNCILLIN 

TO ORAL DOSE PENICILLINASE IN VITRO 
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FOR HIGHLY EFFECTIVE THERAPY 
OF THE LARGE VARIETY OF INFECTIONS 
CAUSED BY SUSCEPTIBLE PATHOGENS...NEW 


Significance of 


complementary 
action of isomers 


im SYNCILLIN 


Significance of 


higher blood 
levels with 
SYNCILLIN 


Efficacy of 


SYNCILLIN 
against staphylococci 
and other 

resistant organisms 
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major therapeutic advantages accompany molecular asymmetry 


The antibiotic effect of the clinically available mix- 
ture, SYNCILLIN, is greater than that of either of its 
two component isomers alone against many im- 
portant pathogens, including some penicillin- 
resistant staphylococci. This phenomenon has been 
described as ]someric Complementarity. 


Higher blood levels may be of value with organ- 
isms of only moderate penicillin sensitivity where 
doubling the blood concentration may be essential 
for effective bactericidal action. In addition, these 
higher levels may be necessary where there is 
infection in areas with a poor blood supply.® 
Under these circumstances a higher blood concen- 
tration may provide the increased diffusion pres- 
sure required to deliver adequate amounts to the 
tissue. Also, antibiotic activity of SYNCILLIN is 
directly proportional to oral dosage. Increasing 
the dosage may, therefore, enhance the drug’s 
effectiveness in certain cases. 


Studies have shown that SYNCILLIN is effective in 
vitro against 60 to 75% of hospital “staph” 
strains, while penicillin G and penicillin V are now 
effective against only 30 to 50%.':* Therefore, if 
clinical judgment indicates the use of penicillin, 
SYNCILLIN would be expected to be the most effec- 
tive. However, since some strains are still resistant 
to SYNCILLIN as well as to the other penicillins, 
culttires and sensitivity tests should be performed 
where indicated by clinical judgment. 


There have recently been reports of decreased 
efficacy of penicillin in streptococcal*® and gono- 
coccal*:® infections. The emergence of penicillin- 
resistant gonococci appears to be associated with 
an increase in the incidence of gonorrhea all 
over the world. When a less sensitive strain is 
encountered the higher blood levels produced by 


SYNCILLIN may be most helpful. 
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Relation of 


intermittent 
high blood levels 
of SYNCILLIN 
to antibacterial 
efficacy 


Reduced rate of 
inactivation 
of SYNCILLIN 
by staph 


penicillinase 


SYNCILLIN, like all clinically available penicillins, 
is bactericidal. Periodic high blood concentrations 
are sufficient to permit complete eradication of 
sensitive pathogens. Continuous high blood levels 
are not required with SYNCILLIN. According to 
Eagle,’ “Soon after penicillin attains effective 
concentrations, the bacteria cease multiplying; 
and the bacteriostatic effect persists for a number 
of hours after penicillin has fallen to concentra- 
tions that are wholly ineffective....The therapeutic 
significance of this postpenicillin recovery period 
is enhanced by the fact that the recovering bac- 
teria, damaged but not killed by the previous 
exposure to penicillin, are abnormally susceptible 
to the host defenses. In consequence, the bacteri- 
cidal process in vivo continues for many hours 
after the drug itself has fallen to ineffective 
concentrations.” 


Bacterial resistance to penicillin has been attrib- 
uted to the action of penicillin-inactivating enzymes 
produced by the invading organisms. SYNCILLIN 
is less affected by staphylococcal penicillinase 
than either of its component isomers. Further, 
SYNCILLIN is shown to be less inactivated by this 
enzyme than penicillin V and penicillin G. 
Penicillinase from B. cereus likewise inactivates 
SYNCILLIN less rapidly than penicillin V and G. 
But this would not impede the therapeutic use 
of this penicillinase in allergic reactions. This is 
because the massive dosage with which this 
enzyme is administered would effectively destroy 
SYNCILLIN in the body. 

References: 1. Wright, W. W.: Microbiology Report to Bristol Labo- 
ratories Inc. 2. Kligman, A.; Morigi, E. M. E.; Wheatley, W. B., and 
Albright, H.: Paper presented at the Seventh Antibiotic Symposium, 
November 4-6, Washington, D.C. 3. Editorial: New England J. Med. 
261 :305 (Aug. 6) 1959. 4. King, A.: Lancet 1:651 (March 29) 1958. 


5. Epstein, E.: J.A.M.A. 169:1055 (March 7) 1959. 6. Kass, E. H.: 
Am. J. Med. 18:764 (May) 1955. 7. Eagle, H.: J. Bact. 58:475, 1949. 
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Indications: SYNCILLIN is 
recommended in the treatment of 
infections caused by pneumococci, 
streptococci, gonococci, corynebacteria, 
and penicillin-sensitive staphylococci. 
In addition, SYNCILLIN is effective 
against certain strains of staphylococci 
resistant to other penicillins. 
SYNCILLIN, like other oral penicillins, 
is not recommended at the present 
time in deep-seated or chronic 
infections, subacute bacterial 
endocarditis, meningitis, or syphilis. 


Dosage: 125 mg. or 250 mg. three 
times daily, depending on the severity 
of infection. Larger doses (e.g., 500 
mg. t.i.d.) may be used for more 
severe infections. SYNCILLIN may be 
administered without regard to meals. 
Beta hemelytic streptococcal 
infections should be treated with 
SYNCILLIN for at least ten days, 


Precautions: At the present time it 
is not possible to draw definite 
conclusions regarding the incidence of 
allergenicity to SYNCILLIN or its 
cross-allergenicity with natural 
penicillins. Therefore, the usual 
precautions for oral penicillin therapy 
should always be observed. Patients 
with histories of asthma, hay fever, 
urticaria, or previous reactions to 
penicillin should be watched with 
special care. Administration of oral 
penicillin, in rare instances, may 
provoke acute anaphylaxis, 
particularly in penicillin-sensitive 
individuals. 

Diarrhea has been reported 
occasionally following heavy dosage. 
If this occurs, lengthen the interval 
between dosages. 

If superinfection occurs during 
therapy, appropriate measures should 
be taken. Since some strains of staphy- 
lococci are resistant to SYNCILLIN 

as well as to other penicillins, cultures 
and sensitivity tests should be 
performed where indicated by clinical 
judgment. As is true with all 
antibiotics, clinical response does not 
always correlate with laboratory 
bacterial sensitivity reports. 


Supply : 125 and 250 mg. tablets, 
bottles of 25 and 100. 125 mg. powder 
for oral solution, 60 ml. vials. 


(onisr01) BRISTOL LABORATORIES, Division of Bristol-Myers Company, SYRACUSE, NEW YORK 
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-«- combined with Phagocytic 
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Rapidly effective in all upper-respiratory infections where ventilation by 


expectoration is necessary. Available only in 30 cc vials. 


MEYER & company 


Ethical Pharmaceutical Manufacturers 
22601 MACK AVENUE . ST. CLAIR SHORES, MICH. 
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SCHERINGS _ SPASM & PAIN 
NEW SPRAINS, STRAINS, 

MYOGESIC’ ad LOW BACK PAINS 


CARISOPRODOL 
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relaxant 
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It Can Happen Here 


By B. E. FrEAMO 


Assistant Secretary (Economics) 1 
Canadien Medico Association PUBLIC RELATIONS 2O 


Toronto, Ontario 


Because of the importance of this subject, The Council of MSMS directed 
that excerpts of Mr. Freamo's remarks be reprinted. Talk delivered in 
Chicago, August 20, 1959, and reported by R. W. Teed, M.D., Ann Arbor 
Chairman, MSMS Public Relations Committee 


The cliche, “It can’t happen here,” in the past has been a particu- 
larly apt phrase to describe the attitude of many physicians in 
Canada toward the introduction of government-sponsored health in- 
surance programs. During the past two years they and we have 
had to face reality. As a result of our experiences we can say with 
some assurance that “It can happen here.” 

In Canada, the private practice of medicine, in hospital and out, 
has traditionally been performed on a fee-for-service, private-enter- 
prise basis with two limited exceptions. 

Our hospitals are almost all public general hospitals rather than 
proprietary or private institutions. Traditionally, all levels of govern- 
ment—municipal, provincial and federal—have made substantial con- 
tributions to the cost of hospital construction and maintenance. None- 
theless, some hospitals have always been hard-pressed to finance 
mounting deficits. 

Canada is a federation of provinces and health has always been 
a provincial responsibility. However, because provincial revenues 
have not been sufficient to meet increasing expenditures, federal 
financial assistance in the health field has been courted by most 
provinces. 


Two Programs Inaugurated 


During the past two years we have seen the introduction of a 
federal scheme of hospitalization insurance, and one of our provinces 
has further implemented a program which provides free in-hospital 
medical services for all children up to age 16. 

Today in Canada three-quarters of our citizens are covered for 
basic ward care by a comprehensive plan of hospital care insurance 
initiated and substantially financed by the Federal Government but 
administered by the respective provincial governments. The coverage 
basically approximates that which was previously provided by Blue 
Cross, with these important differences: There are no waiting periods 
and no restrictions on cost of drugs or length of stay other than 
medical necessity. 

Nine of the ten provinces have signified their intention to partici- 
pate, and seven of the nine have now initiated their programs. 

It is important to note that the governments do not own the hos- 
pitals. Control of the individual hospital remains with its board of 
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governors. However, the administering agency does 
have budgetary control and must approve all hos- 
pital budgets. 

This facet of the program—admittedly usual when 
government monies are being spent—is nonetheless 
disturbing to the medical profession in its long-term 
implications. 

This hospitalization program was initiated by a 
Liberal government and implemented by a Conserva- 
tive government. It has won wide-scale public ap- 
proval. The legislation was the subject of an ex- 
tended debate in Parliament, and adverse comments 
related to the inadequacy of the benefits proposed and 
the bill was finally adopted without a dissenting vote. 


Hospitals Approve 


The attitude of the hospitals is favorable. The 
Canadian Hospital Association, with some minor 
reservations, is on record as approving the program. 

The attitude of the medical profession varies wide- 
ly. Some members of the profession consider that 
Canadians now have made the philosophical decision 
that health services should be provided by the state, 
and that the next step—the provision of medical serv- 
ices—is a problem only of timing and finance. Other 
doctors believe that this is a wholly desirable develop- 
ment which will be of the utmost assistance to their 
patients and one which will materially aid the prac- 
tice of medicine. 

The Canadian Medical Association has long favored 
a program of basic hospital insurance for all Cana- 
dians. However, the legislation, as enacted, goes 
beyond the provision of ward care coverage. Diag- 
nostic services are included as insured benefits. The 
profession in Canada does not agree that laboratory 
and radiological services are hospital services but 
rather has repeatedly asserted that these services are 
medical services. 

Nonetheless, they are insured services. As expected, 
utilization has increased sharply, and the profession 
is concerned that the revenues of these departments 
remain adequate to allow the provision of sufficient 
personnel to maintain quality of service despite the 
increased demands made. 


Medical Services Included 


Of immediate concern is the medical services pro- 
gram which has been introduced in Newfoundland. 
In 1957, Premier Smallwood announced that a pro- 
gram would be introduced which would provide free 
in-hospital medical services for all Newfoundland chil- 
dren up to age 16. The profession in Newfoundland 
was astounded. There had been no prior consultation 
or discussion. It was obvious that the Premier intended 
to put this program into effect and that his govern- 
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ment’s position was sufficiently strong to minimize any 
opposition. 

The profession had no alternative but to accept the 
arrangement as a fait accompli. Subsequently, after a 
strenuous series of meetings and negotiations, a rea- 
sonable arrangement was concluded. Provision was 
made to insure continuation of free choice of doctor 
and patient, and payment was arranged on a fee-for- 
service basis. 

One of the lessons we have learned from this pro- 
gram is that a fee-for-service method of payment is 
only a partial economic protection for members of the 
profession participating in government-sponsored pro- 
grams. It has become very evident that no matter 
what type of payment arrangement is accepted by 
government, it is likely and indeed inevitable that 
governments will impose limitations or ceilings on 
earnings. 


Why These Developments? 


The reasons for these sociological developments are 
many and varied. I expect that some of them are 
equally as applicable in the United States as in 
Canada. 

First, we must admit that some problems do exist. 
While we cannot delimit the area of concern, there is 
no doubt that some Canadians do not receive the 
medical care they need. The reasons are varied but in 
some instances must be economic. This problem will 
not disappear just because we may choose to ignore it, 
and it is essential that we both recognize the problem 
and do something about it. 

The cost of medical care is rising and will probably 
continue to rise as advances in medical science create 
new and more intricate avenues of treatment. The 
mercenary attitude of a small proportion of the profes- 
sion increases this cost. 

This factor of cost alone is compelling many mem- 
bers of the public to regard with favor the suggestion 
that government should ease the burden by legislative 
action. Governments have been quick to accept this 
ideological concept of a partial welfare state. This is 
evident in the social security measures which have 
been introduced and accepted. 

In Canada, rising living standards have tended to 
eliminate differences of political ideology. Political 
parties are no longer the “haves” and the “have-nots” 

7 Each party is 


”» 


but rather the “ins” and the “outs. 
looking for issues that will insure election. The 
National Hospital Insurance Program was implemented 
by a Conservative government. A medical care pro- 
gram, properly presented, would have tremendous 
emotional appeal. 


Fiscal Irresponsibilaty 
It is my view that governments have recently tended 
(Continued on Page 204) 


JMSMS 








Beiiciccclaiuibini de dias ‘7. Pe VAY ae 
no irritating crystals - uniform concentration in each drop. 
STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


“The solution of prednisolone has the 1. Lippmann, O.: Arch. Ophth. 57:339, March 1957 
advantage over the suspension in that no 2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 


. ’ supplied: 0.5% Sterile Ophthalmic Solution NEO- 
crystalline residue is left in the patient S HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
cul-de-sac or in his lashes. ... The other Ophthalmic Solution HYDELTRASOL®. In 5 cc. and 2.5 cc. 
advantage is that the patient does not have to Se ee ee 

NEO-HY RA h 
shake the drops and is therefore sure of Ointment NE DEL SOL (with neomycin sulfate) 


Bs : ve and 0.25% Ophthalmic Ointment HYDELTRASOL. 
receiving a consistent dosage in each drop.''? In 3.5 Gm. tubes. 





HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 


& MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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PUBLIC RELATIONS 


It Can Happen Here 


(Continued from Page 202) 


to become more fiscally irresponsible. This is due to 
our “educated” approach to financial and economic 
problems, and it has engendered in both government 
and the public a lackadaisical attitude toward balanced 
budgets. They no longer hesitate to implement a pro- 
gram just because we can’t afford it. 


These reasons suggest to me the possibility that 
governments might, for reasons of political opportun 
ism alone, implement a program of medical care insur- 
ance. I hope that I am wrong and that mature con- 
sideration by both the profession and government will 
alleviate present problems without destroying our 
medical tradition. 


I am concerned about the future of the practice of 
medicine because I see in recent government interest 
implications which are far greater than many of you 
may realize. You can probably foresee the possibility 
of bureaucratic control; loss of freedom in the treat- 
ment of your patients; misuse or abuse of your time 
and knowledge by insincere patients; loss of true pro- 
fessional status, and an eventual reduction in real 
income. 


Some of these problems would likely arise. You 
would find their application annoying and unjust. 
However, they would only represent apparent symp- 
toms of the predictable long-term result—decadence in 
the art of medicine. 


I cannot foresee that the art of medicine can pos- 
sibly be enhanced under the conditions which must 
eventually be associated with government control. 
Further progress in the quality of medical care is not 
consistent with a program which must stress equality 
of care. 


Under our traditions, the practice of medicine in 
Canada is rewarding—financially and spiritually—to 
each physician in accordance with his capabilities. 
This professional climate is essential in medicine if 
we are to encourage new entrants to the profession 
in sufficient numbers and with sufficient skills to 
enable us to progress still further in the provision of 
quality in medical services. 


The health care of our nation is as dependent upon 
the attitude and response of the public to medical 
advice as it is dependent upon the skill of physicians. 
Complete elimination of personal responsibility will 
tend to reduce the effectiveness of competent medical 
opinion and thus negate further medical progress. 


Air New Radio Series 


A new public service radio series, under the super 
vision of the American Medical Association, began in 
December over the nationwide network of the Ameri 
can Broadcasting Company. The series, called “High 
road to Health,” is being presented in cooperation 
with Lederle Laboratories, a Division of American 
Cyanamid Company. Weekly programs of fifteen 
minutes each will deal with a wide range of health 
problems. 


Each program will open with a nine-minute drama- 
tization of a health problem. This will be followed by 
a five-minute discussion of the problem by a guest 
physician who will also answer questions posed by the 
program host. 


~ 


“Highroad to Health” is available to ABC stations 
each Wednesday at 2:15 p.m. and also each Satur- 
day at 10:30 a.m. 


ABC reports that the following Michigan Stations 
are carrying the seriese—WELL of Battle Creek, 
WBCM of Bay City, WXYZ of Detroit, WLST of 
Escanaba, WBBC of Flint, WLAV of Grand Rapids 
WMIQ of Iron Mountain, WIBM of Jackson, WJIM 
of Lansing, WKLA of Ludington, WDMJ of Mar- 
quette, WKBZ of Muskegon, WTTH of Port Huron. 


New Films Available from 


American Medical Association 


“FIRST CONTACT” is a 26-minute dramatic color 
film emphasizing the key role played by the physi- 
cian’s medical assistant in creating good public rela- 
tions. It shows the mistakes a new office assistant can 
make unless she is properly trained for her job, and 
points out that medical assistants group provide oppor 
tunities for increasing on-the-job efficiency. 


“A MATTER OF FACT,” the latest film in the 
American Medical Association-American Bar Associa- 
tion “Medicine and the Law” series, brings to focus 
the serious consequences of an inadequate post-mor- 
tem medical examination. It portrays a typical situa- 
tion in which an innocent man is accused of murder 
due to the lack of technical training of a county 
official. This 30-minute film is a 16 mm., black and 
white sound film. 


“RADIATION: PHYSICIAN AND PATIENT” 
brings together the nation’s most authoritative scien- 
tists and physicians in a discussion of radiation expo- 
sure and protection in diagnostic use of medical ra- 
diology. The 45-minute, 16 mm., sound and color 
film is sponsored by the American College of Radiology. 
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tense 
and 
NerVOUS 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 
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New...conservative treatment 


for muscle and joint disease 





g potent...fast relief in acute conditions 


= safe...even for prolonged use in chronic cases 


low back 
pain 


bursitis 


strains 
and sprains. 


traumatic 
conditions 


arthritis 


myalgias 





SOMA RELIEVES PAIN in a unique way by modifying central perception of pain 
without abolishing natura! defense reflexes. 


SOMA RELAXES MUSCLE SPASM .... approximately 8 times more potent than 
meprobamate or mephenesin. 





PHYSICIANS’ 

REPORTS: ‘Marked pain-relieving effects of the new drug [Soma] were seen in con- 
ditions involving muscle spasm and stiffness, whether acute or chronic. 
Relief from pain was usually rapid and sometimes dramatic.” (90 patients.) 
Kuge, T.: Submitted for publication. 
“In 86 percent of the patients there were excellent or good results. . . . 
Relief of pain was noted by the patients’ statements, by the diminished 
need for analgesic drugs, and by improved sleep.” (154 patients.) 
Wein, A. B.: The Use of Carisoprodol in Orthopedic Surgery and Rehabilitation. Proceed- 
ings of the Symposium on The Pharmacology and Clinical Usefulness of Carisoprodol. 

‘ayne State University Press, Detroit, 1959, p. 156. 

In a double-blind study, Soma was reported to be “clinically effective to 
a highly significant degree.’ (92 patients.) 
Cooper, C. D., and Epstein, J. H.: The Clinical Evaluation of Carisoprodol by a double- 
blind technique. Ibid. p. 97. 





Notable safety—extremely low toxicity; no known contraindications; side effects 
are rare; drowsiness may occur, usually at higher dosage 


Rapid action—starts to act quickly 


Sustained effect—relief lasts up to 6 hours 


Supplied—as white, coated, 350 mg. tablets, bottles of 50. 
Also available for pediatric use: 250 mg. orange capsules, bottles of 50. 


(carisoprodol Wallace) 


Bisiiocraray: 1. Berger, F.M., Kletzkin, M., Ludwig, B.J., Margolin, S. and Powell, L. S.: J. Pharm. Exp. 
Ther. 127:66 (Sept.) 1959. 2. Leake, Chauncey D.: Proceedings of the Symposium on The Pharmacology 
and Clinical Usefulness of Carisoprodol, Wayne State University Press, Detroit, 1959, p. 8. 3. Kestler, 
Onto: Ibid. p. 143. 4. Proctor, Richard C.: Ibid. p. 122. 5. Berger, Frank M., Ibid. p. 25. 6. Goodgold, 
Joseph, Hohmann, Thomas and Tajima, Toshihiro: Ibid. p. 66. 7. Gammon, George D. and Tucker, Samuel: 
Ibid. p. 70. 8. Baird, Henry W. and Menta, Dominic A.: Ibid. p. 85. 9. Cooper, C. David and Epstein, 
Jerome H.: Ibid. p. 97. 10. Korst, Donald R., Gerard, R. W., Millec, James G., Small, Iver F., Graham, I. J. 
and Winkelman, Eugene I : Ibid. p. 104. 11. Friedman, Arnold P.: Ibid. p. 115. 12. Trimpi, Howard D.: 
Ibid. p. 150. 13. Wein, Arthur B.: Ibid. p. 156. 14. Olds, James and Travis, R. P.: Ibid. p. 39. 1S. Hess, 
Eckhard H., Polt, James M. and Goodwin, Elizabeth: Ibid. p. 51. 16. Phelps, Winthrop M.: Ibid. p. 131. 17. 
Spears, Catherine E.: Ibid. p. 138. 18. Hyde, L. P. and Hough, Charles E.: Ibid. p. 166. 19. Spears, Catherine 
E. and Phelps, Winthrop M.: Arch Pediat., 76:287 (July) 1959. 20. Phelps, Winthrop M.: Arch. Pediat., 
76:243 (June) 1959. 21. Friedman, Arnold P.: Paper presented at Scientific Meeting, New York State Society 
of Industrial Medicine, Inc., New York, Sept. 30, 1959. 22. Frankel, Kalman: Ibid. 23. Fransway, Robert L.: 
Ibid. 24. Kuge, T.: Unpublished reports. 


Literature and samples on request Wy Wattace Laporatories, New Brunswick, New Jersey 
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Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 
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THT RAVAX. 


now you can immunize against more diseases...with fewer injections 





Dose: 1 cc. 

Supplied: 9 ce. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


«> MERCK SHARP & DOHME, Sa a OR TETRAVAX IS A TRADEMARK OF MERCK & CO,, INC. 


Inc., PHILADELPHIA 1, PA. 
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Federal Program Under Way 


To carry out its broad responsibilities under the new Federal 
Employes Health Benefits program scheduled to go into effect in 
July 1960, the Civil Service Commission has designated an employe 
in each of its eleven regional offices to be regional health benefits 
representative. 

The new program was authorized by the Federal Employes Health 
Benefits Act of 1959 and closes a major gap between fringe benefits 
in Federal employment and those offered by progressive private em- 
ployers. It is a voluntary contributory program with the Govern- 
ment paying up to a maximum of 50 per cent of the cost and the 
employes paying the remainder. Approximately 1,800,000 Federal 
employes, stationed all over the world, and about 2,200,000 of their 
dependents are expected to be covered by the program. 

The health benefits representatives include John J. Murray, Seventh 
Region, Chicago. 

The Federal Employes Health Benefits program is the largest em- 
ployer-sponsored health benefit program in the world and is one of 
the most complex because of the variety of benefit plans that will 
be offered. Under the act, the Commission will contract for or 
approve four types of plans. These are a Government-wide service 
benefit plan, a Government-wide indemnity benefit plan, health bene- 
fit plans of Federal employe organizations which wish to participate 
in the program, and comprehensive medical plans that may be offered 
by individual associations which also wish to participate. It is esti- 
mated that there may be as many as forty different health benefit 
plans included under the program. 

To prepare the health benefits representatives for their new as- 
signments the Commission held an intensive indoctrination course in 
Washington, D. C., January 18 through January 29. Following this 
indoctrination, the regional health benefits representatives will set up 
similar programs for appropriate Federal agency personnel in their 
own regions. 


Home Care Experiment Started 
by Blue Cross 


A one-year limited experiment in “home-care” coverage by Mich 
igan Blue Cross has been approved by the State Insurance De 
partment. 

The objectives of such an experiment, points out William S. Mc- 
Nary, Blue Cross executive vice-president, are to determine if such 
a home-care plan is of advantage to the patient and how much it 
might reduce the length of hospital stay in cases where home-care 
is medically indicated by the doctor. 

Involved in the experiment, under carefully controlled conditions, 
are the Detroit Visiting Nurses Association, four Detroit area hos- 
pitals and their medical staffs and a typical Blue Cross employe 
group of 1,000 subscribers. 
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The one-year trial will cover 300 patients in the 
post-acute stage of hospital care selected by their 
doctors for earlier discharge than would otherwise be 
possible. Choice of whether to participate in the 
home-care plan will rest with the patient. 

Home-care covered in full by Blue Cross will in- 
clude visits by VNA physical therapists, VNA social 
workers, plus all drugs and dressings related to the 
patient’s hospitalized illness. Follow-up laboratory and 
x-ray services will be covered under the terms of the 
Blue Shield M-75 coverage. In addition, Blue Cross 
will pay one-half the cost of VNA home aide service 
(housekeeping) when required. 

Although it is estimated that home-care cost per day 
is probably about one-quarter of in-hospital care, such 
cost-reduction is not the only reason for the program. 
One of the most important reasons for this experiment 
is to determine the psychological advantages to the 
patient, who with home-care assistance, can leave the 
hospital sooner and complete his recovery more ad- 
vantageously in his familiar home and family environ- 
ment. 

The total cost of the experimental program will be 
$90,000. However, since in-hospital costs for the 
patients would total nearly $143,000, the net saving 
would probably be over $50,000. 

A similar home-care experiment conducted in New 
York indicated the majority of patients were in favor 
of it. 


Checked Your Drivers 
License Lately? 


Three out of every ten people who renew their 
drivers license do so after the expiration date of their 
old license has gone by. 

A special audit ordered by the Secretary of State 
office showed that 323 drivers out of 1,100 had failed 
to renew their license on or before the expiration date. 
The state office suggests that citizens should auto- 
matically check their license as their birthday ap- 
proaches to make sure that it will not expire on their 
upcoming anniversary. 


Report Blue Shield Gains 


A report of the National Association of Blue Shield 
Plans for the first nine months of 1959 reveals that 
Enrollment figures increased more than 1,600,- 
000 and 
Payments for medical-surgical care totaled more 
than $487,500,000. 
“Of significance is the fact that the nine-month 
enrollment gain for 1959 reflected a substantial im- 
provement over the 244,673 gain for the correspond- 
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ing nine months of 1958,” the national association 
stated in its report. Total membership in the various 
Blue Shield Plans reached 44,214,441 as of September 
30, 1959, which represents an enrollment of nearly 
24 per cent of the total United States population. 


Total payments to doctors in behalf of members, 
which exceeded 480 million dollars during the nine- 
month period, represented 90 per cent of the total 
income of all Plans. The Plans expended less than 10 
per cent of total income for administrative expenses. 


“Both the nine month financial and enrollment re- 
ports,” the national association reported, “bear out the 
vital part Blue Shield plays in the health care of the 
nation. The enrollment gain reflects the continued 
acceptance on the part of the public for the medical- 
surgical programs offered by Blue Shield Plans, and 
the benefits provided represent an all time high for 
a nine month period and serves to point up the extent 
to which Blue Shield is helping pay the nation’s 
yearly doctor bills.” 


Report Medical Care 
Expenditures 


Americans will spend an average of $100 each for 
medical care this year, the Social Security Adminis- 
tration estimates. 

It represents an increase of about 5 per cent over 
1958, when per capita expenditures for medical care 
were figured at $95.65, and about 10 per cent over 
the $91.19 spent in 1957. 

Included in the estimates are such expenses as hos- 
pital fees, health and hospitalization insurance premi- 
ums, physician’s fees, nursing care, drugs and medi- 
cines, and prosthetic appliances. 

Increases in hospitalization fees and insurance 
premiums account principally for the higher 1959 
outlays, according to preliminary data of the Division 
of Program Research in SSA.—Scope, Vol. IV, No. 47 


“YOU CAN DEDUCT THE COST of attending a pro- 
fessional convention only if you prove you attended it 
primarily to advance your own practice, says a new LR.S. 
ruling. If you attend primarily on some association’s 
business—say as a medical society delegate—your deduc- 
tion may be disallowed.” (From Medical Economics, Vol. 
36, No. 22.) 


* * * 


“A PAMPHLET CHIROPRACTORS ARE CIRCULATING 
says: The doctor of chiropractic is what we call an ‘average 
American’ . . . He keeps (his fees) modest and within the 
means of his patients, as compared with the often high 
fees charged by the physicians whose high overhead and 
scarcity of competition pressure them to demand all the 
traffic will bear.’ (From Medical Economics, Vol. 36, No. 
22.) 
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in the tension-driven problem drinker 


ey ® 
il helps bring tranquility 


When she drinks to relieve her tensions, VISTARIL has shown a wide’margin of safety, 
VISTARIL can help restore perspective. even in large doses, over prolonged periods. 
By maintaining tranquility, VISTARIL helps Clinical studies have shown that VISTARIL pro- 
patients to accept counsel more readily, and duces no significant lowering of blood pres- 
encourages abstinence from drinking. sure, pulse, or respiration in chronic drinkers. 


hydroxyzine pamoate 


Available as: Capsules — 25, 50, and 100 mg. Parenteral Solution (as the HCl)—25 mg. per cc., 10 ce. 
vials and 2 cc. Steraject® Cartridges; 50 mg. per cc., 2 cc. ampules. Professional literature available 
on request from the Medical Department, Pfizer Laboratories. Brooklyn 6, New York. 
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Lifts depression... 





You see an improvement within a few days 
Thanks to your prompt treatment and the 
quick, smooth action of Deprol, her de- 
pression is relieved and her anxiety and 
tension calmed — often in a few days. She 
eats well, sleeps well and soon returns to 
her normal activities. 


. 





as it calms anxiety! 


Smooth, balanced action lifts 
depression as it calms anxiety... 
swiftly and safely 


Balances the mood — no “seesaw” effect of 

amphetamine-barbiturates and energizers. While 

amphetamines and energizers may stimulate the 

patient — they often aggravate anxiety and 

tension. And although amphetamine-barbiturate 

combinations may counteract excessive stimula- 

tion — they often deepen depression. 

In contrast to such “seesaw” effects, Deprol lifts Barca us anxiety. £3 
depression as it calms anxiety —both at the same ~~ Bepro)b, " 
time. ae iy 





Acts swiftly — the patient often feels better within 
a few days. Unlike the delayed action of other 
drugs which may take two to six weeks to bring 
results, Deprol’s smooth, immediate action 
relieves the patient quickly — often within a few 
days. 


Acts safely — no danger of liver damage. Deprol 
does not produce liver damage, hypotension, psy- 
chotic reactions or changes in sexual function — 
frequently reported with other drugs. 


BIBLIOGRAPHY (10 clinical studies, 714 patients): 


1, Alexander, L. (35 patients): Chemotherapy of depression = Use of 

meprobomate combined with benactyzine (2-diethylaminoethy! benzilote) 

hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Batemon, J. C. and 

Cariton, H. M. (50 patients): Meprobamate and benactyzine hydrochloride A M Pp H ETA M | N E S A M P H ETAM | N E- 

(Deprol) as adjunctive therapy for patients with advanced cancer. Anti- of 

biotic Med. & Clin. Therapy 6:648, Nov. 1959. 3. Bell, J. L., Tauber, H., AND ENERGIZERS BARBITURATE 

Santy, A. and Pulito, F. (77 patients): Treatment of depressive states in may stimulate the combinations may 

office practice. Dis. Nerv. System 20:263, June 1959. 4. Breitner, C. (31 patient, but often control overstimula- 

patients}: On mental depressions. Dis. Nerv. System 20:142, (Section Two), 4 . * 

May 1959. §. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., increase anxiety and tion but may deepen 

Slattery, J. J., Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, tension. depression. 

G. B. (128 patients): Treatment of depression—New technics and therapy 

Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 6. Pennington, V. M. (135 

patients): Meprobamate-benactyzine (Deprol) in the treatment of chronic 

brain syndrome, schizophrenia and senility. J. Am. Geriatrics Soc. 7:656, 

Aug. 1959. 7. Rickels, K. and Ewing, J. H. (35 patients): Depr n 

depressive conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959 

8. Ruchworger, A. (87 patients): Use of Deprol (meprobomate combined 

with benactyzine hydrochloride) in the office treatment of depression. M. 

Ann. District of Columbia 28:438, Aug. 1959. 9. Settel, E. (52 patients) 

Treatment of depression in the elderly with a meprobamote-benactyzine p ‘ . 

hehe ie keatal F ss ntaenisn Aaait oe "Med & Clin. The ssl he oe . $ Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 

1959. 10. Splitter, S. R. (84 patients}: The core of the onxious and the this may be gradually increased up to 3 tablets q.i.d. 

depressed. Submitted for publication, 1959. Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochlo- 
ride (benactyzine HCl) and 400 mg. meprobamate. 


Supplied: Bottles of 50 light-pink, scored tablets. Write for 
literature and samples. 
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... Pathibamate 


meprobamate with PATHILON® tridihexethy! chloride Lederie 


greater flexibility in the control of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 
ated therapeutic agents: 
mebrobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 
PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 
intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths —PATHIBAMATE-400 and PATHIBAMATE-200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.!. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: pATHIBAMATE-400 — Each tablet (yellow, '/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethy! chloride, 25 mg 
PATHIBAMATE-200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethy! chloride, 25 mg. 
Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 
2 tablets at bedtime. 
PATHIBAMATE-200 —1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust to patient response. 
Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Just 
a 
wish 
turns old 


Modernize without capital outlay 


on the G-E Maxiservice’ x-ray rental plan 


Think of renting x-ray equipment as All this for one monthly fee — 
conveniently as you subscribe for @ Modern x-ray equipment, free of 
telephone service! Exclusive Maxi- obsolescence worries 


. @ Comprehensive coverage: periodic 
service rental plan offers all new-model inspection, maintenance, tubes, parts, 


G-E x-ray units .. . takes no capital emergency repairs 
from your savings. Makes it worry- Freedom to add or replace equipment 
free to “go modern” in x-ray and as improvements appear 


Full property insurance on equipment — 
always stay that way. For complete in case of accidental damage or loss, G.E. 


details, contact your G-E x-ray rep- repairs or replaces equipment 
resentative, listed below. @ Local property taxes paid in full 


Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 


DIRECT FACTORY BRANCHES RESIDENT REPRESENTATIVES 
EAST GRAND RAPIDS 
DETROIT J. E. TIPPING, 1044 Keneberry Way, S.E. « GLendale 2-5283 
18801 W. 7 Mile Rd. »* KEnwood 7-6300 FLINT 
E. F. PATTON, 1202 Milbourne + FLint 5-0842 
DULUTH GREEN BAY 
J. J. VICTOR, 1242 S. Quincy St. * HEmlock 5-5742 
928 E. 2nd St. + RAndolph 4-8648 JACKSON 


E. J. RHINEHART, 126 Birdsell St. + STate 9-6662 
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new non-staining 


SPOROSTACIN en" 


chemically different, non-staining, “shaped charge” monilicide 
soothing, odorless, white 


Exceptional fungicidal activity—The unique “shaped charge” molecular 
structure of the active agent in SPOROSTACIN Cream facilitates penetra- 
tion of the fatty barrier of the fungous cell membrane for exceptional 
fungicidal activity. 


Outstanding clinical results—The use of this new compound, chlordantoin, 
in the treatment of vaginal candidiasis [moniliasis] offers the advantages 
of simplicity, patient acceptance, and rapid relief of symptoms, together 
with a high percentage of culture-free cures.” 


*Lapan, B.: Am. J. Obst. & Gynec. 78:1320, 1959. 
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This is Panalba 
performance... 








o * . t » 
... into a mixed culture 
of the four organisms 
commonly involved 
in sinusitis . . . Str. 
hemolyticus, D. pneu- 
moniae, H. influenzae 
and Staph. aureus 
(in this case a resistant 
strain) ... we introduce 
the five most frequently 
used antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five leading 
antibiotics has stopped 
all the organisms, 
including the resistant 
staph! This is Panalba. 

In your next patient with 
sinusitis . . . in all your 
patients with potentially- 
serious infections . . . 
provide this extra 
protection with your 
prescription: 

Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100, 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


Panalba’ 


(Panmycin® Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first @ resort 
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The Upjohn Company : e\ 
Kalamazoo, Michigan = STRADEMARK, REQ. U.S. PAT. OFF. 
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hive me two good reasons 


why Buttermilk is a dietary food! 


LOW CALORIES, HIGH ESSENTIAL NUTRITION 


One glass, or !/p pint, of plain Buttermilk (uncreamed) contains only 
87 calories; a whole uart, only 350. Yet uncreamed buttermilk con- 
tains all of whole milk's wligits proteins, B vitamins, and minerals. 
One good dietary reason! 


BENEFICIAL BACTERIAL-ENZYME ACTION 


For rH , years Buttermilk has been prescribed as an aid in promoting 
healthful bacterial balance in the digestive tract, especially the lower 
tract. Second good dietary reason! 


é , and Borden's is extra good 
ile Buttermilk! 
Butter Butter 


Making buttermilk sounds simple, but certainly isn't 
simple at all! Borden's Buttermilk has a denen repu- 
tation for fresh, sweet wholesome flavor. 


$8: Fondens 


MICHIGAN MILK DIVISION 
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m the “COM MON COLD” 


when self-medication has delayed | 
medical attention... 


...and has risked 
upper respiratory 
complications 


COSA-TETRACYDIN carsuces 


Cosa-Tetracyn® — analgesic — antihistamine compound 


act quickly to 
= control secondary infection 
s alleviate cold symptoms 
each capsule contains: 
Cosa-Tetracyn 
phenacetin 
I it seek: 6 ute xe 6 emia canes 30 mg. 
salicylamide 
buclizine HCl 
average adult dose: 2 capsules q. i. d. 


GED Science for the world’s well-being PFIZER LABORATORIES, Division, Chas. Pfizer & Co.,Inc., Brooklyn 6, N.Y. 
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The camel’s a clumsy odd 
lummox, 


On his back he has one or 
two hummocks. 





He’s given to grumbling, 


Groans, grunts and gut 
rumbling, 





Which emerge from his 
multiple stomachs. 


In the desert the rumors are 
numerous 


That camels are prone to be 
tumerous. 


It’s a pretty sure bet 
That what camels can get, 


So can you, and, no tumor 
is humorous. 


PUINT - Gastro - Rectal 
DANGER SIGNAL - Persistent indigestion or persistent 


change in bowel habit. 


Limericks by Sydney B. Carpender—Drawings by Robert Toombs. 

Reprinted from the Pennsylvania Medical Journal, November 1957-October 1958. By permission of the Commis- 
sion og cx aad — Medical Society of the State of Pennsylvania and the American Cancer Society, Pennsyl- 
vania Division, Inc. 
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*Kanamycin sulfate injection (Bristol) 





Shouldn’t 


be kept in reserve for 


have been tried first? 


KANTREX Injection" 


treating staph or gram- 
negative infections 
until other antibiotics 





- MORE QUESTIONS on the clinical use of KANTREX 


Q prope rties of K ANTREX led You to draw this mos' 


toda 

cae eee trea 

The following’: (1) KANTREx Injection is bactericidal, es 
not merely bacteriostatic; (2) it is absorbed rapidly — 
after intramuscular injection; (3) it has proved suc- ines 
cessful in many types of staph and gram-negative in- onal 
fections resistant to other antibiotics; and (4) it is head 


well tolerated when used judiciously. ; 


Q | [ use KANTREX Injection, won’t that help make 
1a resistani to it¢ Q Ha 
j . 


A Numerous investigators have reported that micro-or- 


ganisms do not readily develop resistance to KANTREX a Yes, 
in a clinical setting; and emergence of resistance to ings 
KANTREX has not been a practical problem.**°*"* “ust 
fecti 

Q ] loes the in vitro activity of KANTREX against (inc 
mpare with that of other antibiotics? baci 

a Griffith and Ostrander’ tested 794 strains of staphylo- pe: 
cocci and found that 95.2% were sensitive to KANTREX. ae 
By contrast, only 15.5% of the same organisms were that 
sensitive to penicillin, 33.5% to tetracycline, 52.4% to ih | 
erythromycin, and 71.7% to chloramphenicol. infe 


, typ 
Q j thy censrtipit ray! othe , pathogens ta yp 


a Leming” recently summarized the in vitro activity of 


KANTREX against 4493 strains of various organisms a Acc 
isolated from hospital patients over a 7-month period. wer 
He reported that the following percentages of these mor 
clinical isolates were sensitive to KANTREX: Proteus and 


mirabilis, 98%; Proteus morganii, 94%; Proteus rettgeri, 
89%; Proteus vulgaris, 87%; Paracolobactrum inter- 





medium, 96%; Coli-aerogenes group, 93%; Streptococ- 
cus viridans, 78%; Salmonella and Shigella, 92%. 2 Ger 
Q t } fyour aa) mn elinieal)y2 of I 
‘ ‘ joy Uf s J7LEU Cooreeur Li y hou 
A great deal. As Yow stated in recent reviews of witl 


KANTREX Injection, it “appears to be one of the by t 





ost effective anti-staphylococcal antibiotics available 
oday.””* KANTREX Injection is also effective in the 
reatment of infections caused by “most strains of 
K. coli, Proteus sp., the Klebsiella pneumoniae-Aero- 
acter aerogenes group, and many strains of Pseudo- 
nonas aeruginosa resistant to other antibiotics.”’ In 
another report, KANTREX Injection was placed at the 
ead of the list of drugs “with the most chance of suc- 
ess” against A. aerogenes urinary tract infections.” 


9 


ves, indeed. Finegold,” who reviewed the clinical find- 
ngs of 64 investigators, reported that infections which 
‘usually responded” to KANTREX included: staph in- 
ections (including staph enteritis), E. coli infections 
(including E. coli gastroenteritis), atypical acid-fast 
acillus infections, Aerobacter-Klebsiella infections, 
oaracolon infections, Alcaligenes infections, Shigella 
lysentery, Salmonella enteritis, anthrax, amebiasis, 
ind E. histolytica carrier state. Among the infections 
hat “sometimes responded” were listed: pneumococ- 
al infections, group A beta-hemolytic streptococcic 
nfections, Proteus infections, gonorrhea, and para- 
yphoid fever. 


According to Finegold’s tabulation, treatment failures 
were “usually” encountered in brucellosis, Pseudo- 
monas infections, typhoid fever, mycotic infections 
and anaerobic infections.” 


Generally 2 or 3 days or less. Usually the effectiveness 
of KANTREX Injection can be determined in 24 to 36 
hours. Rutenburg et al. reported that “the rapidity 
with which bacteria are killed by this agent is reflected 


9913 


by the promptness of the clinical response. 





fe]. 4mm el 0) pg fe). key. 4 clinical use of KANTREX 





Q How long should I continue to administer KANTREX? 


Aa If definite clinical response does not occur within 5 
days, KANTREX therapy should be stopped and the anti- 
biotic sensitivity of the invading organism rechecked. 


TX71 : ee. J ] i ] 
[ , 70 > Wy . fn not? t+ A-}I? "TP < LWInYTTN : 
Q VW hat is the hazard oj a patient developing hearing tos 


during KANTREX therapy? 


& In well hydrated patients with normal kidney function 
receiving KANTREX at the recommended dosage sched- 
ule, the hazard of ototoxic reactions is negligible. In 
patients with impaired kidney function, the risk of 
ototoxic reactions is sharply increased, and in such 
cases the dosage should be reduced. Finegold has 
stated: “Toxicity inherent in the drug can be avoided 
or minimized with careful management.”” 


e, } 
Q Vi \ shoulda re nal Lm pr Yr} oO} Ce t/ lak, 


& Because renal impairment delays the excretion of 
KANTREX Injection and causes an excessive accumu- 
lation in blood and tissues. Such excessive concentra- 
tions increase the risk of ototoxicity. Dosage recom- 
mendations emphasize that adequate serum levels can 
be achieved in such patients with a fraction of the dose 
suggested for patients with normal kidney function. 


A None whatever. 


\ +> f , 4 , “ 
Q ) j 1ean, } a 4a" 
y , 7 77 


A Effective? Certainly, against almost all staph or 
“sram-negatives,” even though they may be resistant 
to other antibiotics. Well tolerated? Yes, when given 
in recommended dosage. The physician can well agree 
with Yow, that while KANTREx Injection should not 
be used in mild or self-limited infections, “it should 
not be withheld in moderately severe or severe infec- 
tions.”* That, indeed, is the time to give it — first! 
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C<ANTREX CAPSULES 


for local gastrointestinal therapy... 
not for systemic infections 


rr \ 


A Preoperative bowel sterilization, and local treatment 
of intestinal infections due to kanamycin-sensitive 
organisms. 


2 


A Acute and chronic shigellosis,"“* acute and chronic sal- 
monellosis, amebiasis,” bacillary dysentery,” 
infantile diarrhea,” gastroenteritis,” and staphylo- 
coccal enterocolitis.’ 


4,14, 15, 16 


A Because KANTREX has been rated superior to neomy- 
cin for this purpose.”*” Out of 30 intestinal antisep- 
tics studied, KANTREX was designated “the only single 
agent classified as a preferred drug.”” KANTREX “con- 
sistently eliminated all aerobic bacteria within 72 
hours (and often within 24 to 36 hours) if a purga- 
tive was given with the first dose to expedite passage 
through the gastrointestinal tract.” ” 


. Not at all, there are several others. Diarrhea, nausea 
and vomiting have not been observed with KANTREX, 
though they occur frequently with neomycin; yeasts 
do not proliferate, in contrast to rapid growth with 
neomycin; and clostridia are well controlled with 
KANTREX, and not controlled with neomycin.”’” 



























































AANTREX 


KANAMYCIN SULFATE INJECTION 


Ic CA 

ions due to kanamycin-sensitive organisms, particularly staph or “gram-negatives” : 
irinary infeetions; skin, soft tissue and pest-surgical infections; respiratory tract infectiobie 
ticemia and bacteremia; osteomyelitis and periostitis; staph enteritis and gastroenteritis. 


DOSAGE: INTRAMUSCULAR ROUTE 
Usual daily dose is 15 mg. per kg. of body weight, in 2 to 4 divided doses. (See detailed recom- 
mendations in insert accompanying each package.) 


TOXICITY 

When dosage recommendations are followed, the incidence of toxic reactions to KANTREX is 
tow. In well hydrated patients under 45 years of age with normal kidney function, receiving 

a total dose of 20 Gm. or less of KanTrex, the risk of severe ototoxic reactions is socligible, 
In patients with impaired renal function or pre-renal azotemia, the daily dose of KANTREX 
should be reduced to aveid accumulation of the drug in serum and tissues, thus minimizing 
the possibility of ototoxicity. In such patients, if therapy is expected to last 5 days or more, 
audiograms snould be obtained prior to and during treatment. KanTrREXx therapy should be 
stopped if tinnitus or subjective hearing loss develops, or if audiograms show significant loss 
of high frequency response. 


OTHER ROUTES OF ADMINISTRATION 

KANTREXK should be used by intravenous infusion only when the intramuscular route is im- 
practicable. KANTREX can also be employed for intraperitoneal use, aerosol treatment, and as 
an irrigating solution. See package insert for directions. 


PRECAUTIONS 
Use of antibiotics may occasionally result in overgrowth of non-sensitive organisms. If super- 
infection appears during therapy, appropriate measures should be taken. 


SUPPLY 
Available in rubber-capped vials as a ready-to-use sterile aqueous solution in two concentra- 
tions (stable at room temperature indefinitely) : 

KANTREX Injection, 0.5 Gm. kanamycin (as sulfate) in 2 ml. volume. 

KANTREX Injection, 1.0 Gm. kanamycin (as sulfate) in 3 ml. volume. 


(for local gastrointestinal therapy; not for systemic medication) 


INDICATIONS AND DOSAGE 

For preoperative bowel sterilization: 1.0 Gm. (2 capsules) every hour for 4 hours, followed by 
1.0 Gm. (2 capsules) every 6 hours for 36 to 72 hours. 

For intestinal infections: Adults: 3.0 to 4.0 Gm. (6 to 8 capsules) per day in divided doses for 
5 to 7 days. Infants and children: 50 mg. per kg. per day in 4 to 6 divided doses for 5 to 7 days. 


PRECAUTION 
Preoperative use of KANTREX Capsules is contraindicated in the presence of intestinal obstruc- 
Although only negligible amounts of KANTREX are absorbed through intact intestinal 
ucosa, the possibility of increased absorption from ulcerated or denuded areas should be 


sidered. 
SUPPLY 
\NTREX Capsules, 0.5 Gm. kanamycin (as sulfate), bottles of 20 and 100. 
REFERENCES: 
v E. M.: Antibiotic Therapy for Staphylococcal Diseases, H, Welch and M. Finland, eds., Medical Encyclopedia, 
ew York, 1959, p. 167. 2, Yow, BE, @.: Practitioner ag 759, 1959. 3. Davies, F. G.: Ann. N. Y. Acad, Sci. 96-129, 
4. Finegold, S. M., et al.: Fbid tes 319, 1958. 5. Finegold, S. M., et al: Antibiotics Annual 1958-9, p. 6¢6. 
ecy, P. H., and Wightman, Kog. &.: Annals N. Y. Acad. Sci. 76: 224, 1958. 7. ee A. A., Sarria, A., and 


R. His Antibiotics Anngat 1958-9, p. 687. 8. Yow, E. M., and Monzon, O. T.: Annals N. Y. Koad. Sci. 76: 372, 
9. Griffith, L. J. + and erp ge W. E.: Ant. & Chemo. 9: 416, 1959. 10, Leming, B. H., Jr.: Personal commu- 
ion. 4. Lattimer, fe et al: J.A.M.A. 170:938, 1959, 12. Finegold, 8. A.M.A, Arch. Int. Med, 104:15, 
13 _Rute nburg, A. ae Ann. N, ¥. Acad: Sci. 16:348, 1958. 14, hate W. G., and Platou, R. V.: 
230, 1958. 15. fo "BE. M., and weg G. T.; Antibioties Annual 1958-9, p. been: 16. Thurman, W. G., and 


i, R. V.: Antibiotics Annual 1958-9, p. 17, _ Sanchez, F., et al.: /bid., Tas nae R., et al: 
-wide Abst. Gen. ~~ a 28, 1959. 19, High, R. H., Sarria, A., and Huang, N, a: Ann. ~ Acad. Sci 
1968. 20. Cohn, L., : Ibid, 76: 212, we a Bow! 1,, Jr., and Longacre, A. B.: Poe net “Annus! 1958-9, 
22. Cohn, I., Jr, a Longacre, A. B.: S, G. & O. 108:100, 1959, 


LABORATORIES INC. « Syracuse, New York 
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ANNOUNCING 
SCHERINGS 
NEW 


MYOGESIC’ 








RELA~—a new myogesic for better 
relaxant and analgesic therapy— 
more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—though a single drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm 
Relief of muscle spasm (96% excellent 
to good effectiveness)! 


Rela provides a unique quality of 

persistent pain relief through 

its relaxant and analgesic actions 
“Relief from pain was usually rapid 

and sometimes dramatic’’! 


Rela, through relaxation and analgesia, 
assures daytime ease and nighttime rest 
“*...Anumber of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.”! 


indications: RELA is most beneficial in those 
conditions of the musculoskeletal system 
manifesting pain, stiffness and spasm. 

safety: Studies of more than 1400 patients 
indicate that the toxicity of RELA is exceptionally 
low. In human subjects, respiratory, 

blood pressure or blood chemistry changes 
and/or renal, hepatic or endocrine dysfunction 
have not been reported. 

dosage: The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 

RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. 

supply: RELA is available as 350 mg., pink, 
coated tablets in bottles of 30. 


1. Kuge, T.: To be published. H-22 
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Effective relief in rheumatic disorders 


Sterazolidin....... 


prednisone-phenylbutazone Geigy 


Geiny 


with less risk of disturbing hormonal balance 


In the treatment of the rheumatic disorders 
new Sterazoiidin provides a method of limit- 
ing the gravest danger inherent in steroid 
therapy... hypercortisonism arising from 
excessive dosage. 


Repeatedly it has been shown that the addi- 
tion of low dosage of Butazolidin sharply 
reduces hormone requirement.'* Sterazolidin 
is a combination of prednisone (1.25 mg.) and 
Butazolidin (50 mg.) which provides, in the 
majority of cases, consistent relief at a stable 
uniform maintenance dosage significantly 
below the level at which serious hormonal 
imbalance is likely to occur. 


Sterazolidin® (prednisone-phenylbutazone 
Geigy). Each capsule contains prednisone 
1.25 mg.; phenylbutazone 50 mg.; dried 
aluminum hydroxide gel 100 mg.; magnesium 
trisilicate 150 mg. and homatropine methyl- 
bromide 1.25 mg. 


1. Kuzell, W. C., and others.: Arch. Int. Med. 
92:646, 1953. 2. Wolfson, W. Q.: J. Michigan 
M. Soc. 54:323, 1955. 3. Strandberg, B.: Brit. 
J. Phys. Med. 19:9, 1956. 4. Platt, W. D., Jr., 
and Steinberg, |. H.: New England J. Med. 
256:823 (May 2) 1957. 


Geigy, Ardsley, New York 
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runaway 
diarrheas.. 
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yonnagel win NeEOMmycin 


Prompt and more dependable control of DONNAGEL: In each 30 ce. (1 fi. oz.): 

: F ; ¢ Kaolin (90 gr.)...........0000000.. 6.0 Gm. 
virtually all diarrheas can be achieved with the Pectin (2 GF.) oeccccoccccccceccosses 142.8 mg. 
Hyoscyamine sulfate ........ 0.1037 mg. 
Atropine sulfate ................ 0.0194 mg. 
Hyoscine hydrobromide ....0.0065 mg. 
Phenobarbital (1/4 gr.)........ 16.2 mg. 


comprehensive DONNAGEL formula, which pro- 
vides adsorbent, demulcent, antispasmodic and 


sedative effects— with or without an antibiotic. scaieendiay Vicibiiaiinnienas 


Early re-establishment of normal bowel Seme formule, plus 
: Neomycin sulfate 
function is assured —for all ages, in all seasons. (Equal to neomycin base, 210 mg.) 


A. H. ROBINS co., INC., Richmond 20, Virginia * Ethical Pharmaceuticals of Merit since 1878 





IN SENILE CONFUSION ... 


CONTINUOUS 
CEREBRAL 
o> OAc] 5) 7 Nile). i 
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Geroniazol TT” b.i.d. 


®@ Each Geroniazol TT tablet contains: 
Pentylenetetrazol 
Nicotinic Acid 

@ Indications: Respiratory and circu- 
latory stimulant for the aged and 
debilitated patient with symptoms 
of mental confusion, depression or 
atherosclerotic psychosis. 


® Supplied: Bottles of 42 Tablets (3 
weeks’ treatment) 


* TEMPOTROL (Time Controlled COLUMBUS ) PHARMACAL COMPANY 
Therapy) Columbus 16, Ohio 
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whenever there is inflammation, 
swelling, pain 


VARIDASE 


STREPTOKINASE-STREPTODORNASE LEDERLE 


ey 


| oF Tablets 


conditions for a 
fast comeback 


5 days of classic therapy after 48 hours of VARIDASE 


as in cellulitis* 


Until Varipase stemmed infection, 
inflammation, swelling and pain, neither 
medication nor incision and drainage 

had affected the increasing cellulitis. 

VaripASE mobilizes the natural healing 
process, by accelerating fibrinolysis, to 
condition the patient for successful primary 
therapy. Increases the penetrability of the 
fibrin wall, for easy access by antibodies 

and drugs... without destroying limiting 
membrane ...and limits infiltration. 
Prescribe VaripaseE Buccal Tablets routinely 
in infection or injury. 

*Innerfield, I.: Clinical report cited with permission. 
VarIpDASE BuccaL Tablets contain: 

10,000 Units Streptokinase, 2,500 Units Streptodornase. 


Supplied: Boxes of 24 and 100 tablets 


Ges 


LEDERLE LABORATORIES, 
A Division of American Cyanamid Company, Pearl River, N. ¥. 
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The test—you might say the acid test—of an anticholinergic is simple: will 
it protect your patient from hyperacidity around the clock, even while he 
sleeps. The weakness of t.i.d. or q.i.d. preparations is well recognized; but 
even some “b.i.d."" encapsulations may be unreliable. McHardy, for instance, 
found a “widely variable duration of action, definitely less than that an- 
ticipated” in the “sustained,” “delayed,” and “gradual release” anticholiner- 
gics he studied.' 


COMPARE THE DATA ON ENARAX...the new combination of an inherently 
long-acting anticholinergic (oxyphencyclimine) and Atarax, the non-secretory 
tranquilizer. Note the effectiveness of oxyphencyclimine: 


OBSERVE THE OXYPHENCYCLIMINE REPORTS... 


McHardy: “[Oxyphencyclimine] has proved to be an excellent sustained- 
action anticholinergic in our study of this agent over a period of 
eighteen months." 

Kemp: “...for the majority of patients, one tablet every 12 hours pro- 
vided adequate control. This characteristic long action...may 
constitute an advantage of this drug as compared to coated 
‘long-acting’ preparations of other compounds.’” 


Add Atarax to this 12-hour anticholinergic. The resulting combination — 
ENARAX— now gives relief from emotional stress, in addition to a reduction 
of spasm and acid. Atarax does not stimulate gastric secretion. No serious 
adverse clinical reaction has ever been documented with Atarax. 


LOOK AT THE RESULTS WITH ENARAX**: 
Does the medication you now prescribe assure you of all these benefits? 


If not, why not put your next patient with peptic ulcer or G.I. dysfunction 
on therapy that does. 


NAR 


Conyphencyclimine plus ATARAX®) A SENTRY FOR THE G.I. TRACT 
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MIDNIGHT 


d periods of ydria” after 10 mg. oxyphencyclimine gq. 12 h.’ 
MEAN GRAPH OF GASTRIC ACIDITY IN 4 PATIENTS RECEIVING 
COMPLETE THERAPEUTIC REGIMEN + 24-HOUR STUDY 





tincture of belladonna q.6 h 
«« 10 mg. oxyphencyclimine g.12 h 


FREE ACID, IN CLINICAL UNITS 


“4 
Time, in hours 





Clinical Diagnosis: Peptic Ulcer — Gastritis — Gastro- 
enteritis — Colitis — Functional Bowel Syndrome —Duo- 
denitis—Hiatus Hernia (symptomatic)—Irritable Bowel | 
Syndrome—Pylorospasm—Cardiospasm—Biliary Tract | 
Dysfunctions—and Dysmenorrhea. | 
Clinical Results: Effective in over 92% of cases. 


As for Safety: “Side reactions were oa usu- 
| ally | no more than dryness of the mouth... | 





Each ENARAX tablet contains: 

Oxyphencyclimine HCI 

Hydroxyzine (ATARAX®) 

Dosage: One-half to one tablet twice daily —preferab! 

the morning and before rere. The maintenance dose 

should be adjusted according to therapeutic response. 

Use with caution in patients with prostatic hypertrophy 

and with ophthalmological supervision only in glaucoma. 

Supplied: In bottles of 60 black-and-white scored tablets. 

References: 1. McHardy, G., et al.: J. Louisiana M. Soc. 

111:290 (Aug.) 1959. 2. Stel mann, F.: Study conducted 

at Cook County Hospital, Chicago, Illinois, in press. 3. New Y 

Kemp, J. A.: Antibiotic Med. & Clin.’ Therapy 6:534 (Sept.) ew York 17, N. Y. 

1959. 4. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 1959. Division, Chas. Pfizer & Co., Inc. 
5. Data in Roerig Medical Department files. Science for the World’s Well-Being™ 
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OFFERS THE TNH 
\ BLOOD LEVELS 


OF POTASSIUM 


PEMOLLAY | 


Available in tiny, easy-to-swallow Filmtabs* and in tasty, cherry-flavored Oral Solution. 
001187 e MTA O f T ABBOTT 
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reaches 


all nasal and paranasal 


membranes 


systemically’ 


Pharmacologically balanced formula 
for prompt symptomatic relief 


¢ in nasal and paranasal congestion 
* in sinusitis and postnasal drip 


* in allergic reactions of the 
upper respiratory tract 


Triaminic*’ is safer and more 
effective than topical medication 


* transported systemically to 
all respiratory membranes 

* provides longer-lasting relief 

* presents no problem of 
rebound congestion 

* avoids “nose drop addiction” 


Relief is prompt and prolonged because 
of this special timed-release action: 


first — the outer layer 
dissolves within 
minutes to produce 
3 to 4 hours of relief 


then — the core 
disintegrates to give 3 to 
4 more hours of relief 








Each Triaminic timed-release Tablet provides: 
Phenylpropanolamine HCl 

Pheniramine maleate 

Pyrilamine maleate 


Dosage: 1 tablet in the morning, midafternoon and at 
bedtime. In postnasal drip, 1 tablet at bedtime is usu- 
ally sufficient. 


Each timed-release Triaminic Juvelet® provides: % the 
formulation of the Triaminic Tablet. 


Dosage: 1 Juvelet in the morning, midafternoon and 
at bedtime. 


Each tsp. (5 ml.) of Triaminic Syrup provides: % the 
formulation of the Triaminic Tablet. 


Dosage (to be administered every 3 or 4 hours): 
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ILOSONE 
WORKS 


“In our hands it has been particularly helpful 
in the treatment of staphylococcic disease.”’* 


In difficult staph. infections, a decisive response may be obtained with Ilosone 
in a high percentage of cases. 

In a study! of 105 patients, sixty-four of whom had Staphylococcus aureus 
infections, good results were obtained with Ilosone in 94 percent. Ten subjects 
had previously failed to respond to other forms of chemotherapy. The authors 
concluded that Ilosone “. . . is useful in treatment of a number of common 
infections and has been effective in treatment of a number of less common 
and more serious infections. . . . In our hands it has been particularly helpful 
in the treatment of staphylococcic disease.” 


Ilosone is available in Pulvules®, 125 mg. and 250 1. Smith, I. M., and Soderstrom, W. H.: 
mg.; Lauryl Sulfate 125 Suspension, 125 mg. J. A. M. A., 170:184 (May 9), 1959. 
(base equiv.) per 5-cc. tsp.; and Lauryl Sulfate 
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for adults and children over fifty pounds is 250 mg. _Ilosone® (propionyl erythromycin 
every six hours. ester, Lilly) 
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Rural Community Health 


J. K. Altland, M.D., M.P.H. 
Lansing, Michigan 


A LINGERING IMAGE of rural community health is made of 
a red quarantine sign, a health officer hauling a carcass from the 
river, a sanitarian pacing off 50 feet from a privy to a well, and a 
nurse performing head lice inspection. This dates back to the days 
when “father doled out medicine from his red pill box and the 
miserable one who felt something coming on took his salts and senna 
and worked it off with repeated excursions to the little house well 
back from the road.” Medicine has changed. So has rural com- 
munity health. Today, we see two portraits of rural health, neither 
looking much like the tintype many people carry in their heads. 


Rural-farm.—One portrait is of bona-fide rural communities and 
families. The 1950 Census classified fewer than 700,000 Michigan 
people as rural-farm—a drop of 19 per cent in ten years. Demog- 
raphers suggest that the 1960 Census will show another decline. 
Farm families have many of the health problems of earlier years, 
but they also face a variety of newer and changing hazards. The 
gantlet includes the teeth of the cornpicker, the poison of chemical 
insecticides, diseases such as Q fever, increased chronic illness, to- 
gether with the quackery of food supplement salesmen. 


Rural-suburban.—The second type of rural community health is 
in areas around metropolitan centers. The 1950 Census classified 
over 1,575,000 people as rural nonfarm, representing a 67 per cent 
increase in ten years. A strong suburbanization trend has continued. 
This is the growth of cities all over again, with the problems made 
more complicated by newer technology. Neighbors risk drinking 
each others’ sewage from septic tanks which overflow with waste 
from garbage grinders and the flood from the automatic washers. 
Open garbage dumps threaten suburbanites with flies and rodents. 
Even country air in some areas is polluted. Outmoded political 
boundary lines inhibit some services. Health services for youngsters 
often falter because of city-township squabbles over schools, dis- 
tricting, incorporation, annexation, taxes, millage, and assessment. 


Development of Health Services 


While many professions and agencies help provide health pro- 
tection for rural communities, full-time local health departments 
are a focal-point for many services. 


Historical—Governmental public health interest in Michigan 
started in 1831, when the Legislative Council of the Territory of 
Michigan forbade the slaughter or cleaning and dressing of animals 


Dr. Altland is Associate Commissioner and Director of Medical Services 
of the Michigan Department of Health. 
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within 80 rods of the Detroit River and within three 
miles of Detroit. In 1927, the State Legislature gave 
Boards of Supervisors permission to establish county 
health departments. Local incentive, together with 


Functions.—Local health departments in rural com- 
munities as elsewhere in Michigan have been devel- 
oped by legislation and experience as “community 
health physicians,” responsible for taking a history 


SEPTIC TANK SUBURBS—Haphazard sewage disposal and water supplies pose a 


threat to health in suburban areas. Satellite communities need protected public 


sewerage and water systems. 


SANITARY LANDFILL—Many open garbage dumps, once beyond the city 
boundary lines, now are bordered by suburban homes. The sanitary landfill results 
in burying refuse so it will not serve as spawning grounds for flies, rodents and 
other potential disease carriers. 


assistance from the Kellogg Foundation and the Chil- 
dren’s Fund of Michigan, encouraged counties to set 
up health services. At present, sixty-eight counties 


contribute to the support of thirty-seven approved, 


full-time county and multi-county health departments. 


Although this record is the envy of many states, some 
of our important farm communities are not included in 
areas covered by approved, full-time local health de- 
partments. Counties without approved departments 
are: Berrien, Cass, Clinton, Gogebic, Gratiot, Huron, 
Ionia, Jackson, Lapeer, Livingston, Marquette, Mont- 
calm, Sanilac, Tuscola and Van Buren. 


242 


of health needs, diagnosing community problems and 
co-ordinating resources for prevention, correction or 
cure. Local departments are a convenient contact 
point between people and the health professions. They 
help handle many community health problems involv- 
ing medical judgment which cannot be met by the 
individual family or the individual practitioner. The 
physician can treat the abscess which his patient 
develops on return from the hospital, but group effort 
may be needed to overcome conditions which lead 
to the spread of staphylococci. Health departments 
can give leadership in organizing such effort and act 
as a channel to needed specialists. 
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Partnership.—The old myth that a health depart- 
ment was somehow in cut-throat competition with 
private medicine has given way. There is steady 
growth of a partnership based upon mutual trust 
which reinforces the relationship of the doctor to his 
patients and community, encourages the voluntary 
agency, improves the use of facilities, and also helps 
the official health agency give taxpayers a greater 


return. 


should be properly constructed and safeguarded from 
contamination. 


Food—Most rural communities do not have food 
ordinances or effective sanitation programs, so local 
residents as well as tourists dine out only at their 
own risk, and outbreaks of food-borne disease and 
poisoning are all too common. 

Rural areas need to exchange the open dump— 


MILK SANITATION—Because of modern transportation and food processing, one 
sanitation failure can cause illness among consumers over a wide area. Health 
department sanitation programs for dairies, restaurants and food processing plants 
face demands of growth and new technology. 


Some preblems testing this partnership in rural 
areas already have been mentioned—sanitation, oc- 
cupational disease, child health and long term illness. 
They are worth a closer look. 


Sanitation 


Water and Sewage-—We take satisfaction from 
the fact that Michigan has not had typhoid traced 
to a public water supply in a quarter of a century. 
Yet, about 1,600,000 Michigan people are not served 
by protected municipal supplies. Potential hazards of 
water-borne disease became a reality again last sum- 
mer in the northern town of Posen where eighty-nine 
out of fewer than 400 people contracted infectious 
hepatitis. The organism apparently spread through 
septic tanks, into the ground and through cracks 
in the limestone which underlies that area, into the 


shallow wells. The Posen incident calls upon suburban 


rural communities to make haste to secure services of 
public water and sewerage systems. In areas which 
cannot be served by public supplies, private wells 
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an eyesore as well as a health hazard—for the sanitary 
landfill, which provides for prompt burial of garbage 
and refuse. 

Still another growing sanitation problem in rural 
resort areas as in other parts of the state, is pollution 
from watercraft. In one area, sewage from pleasure 
craft was being pumped into the lake only a stone’s 
throw from a bathing beach and a water intake. 
There is cause for concern over the fact that only 
about half of Michigan’s resorts and motels—many 
of them in rural areas—wear the green and gold 
“Health Department Approved” sign. And in many 
rural areas, sanitation safeguards for migrant labor 
camps remain inadequate. 


Occupational Disease 


Accidents—As farming has become mechanized, 
the accident potential of rural families has increased. 
In the past two years, 145 Michigan persons were 
killed by farm accidents—with machinery the num- 
ber one offender. In this field, again, the continued 
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partnership of groups such as Extension Service, farm 
organizations, Safety Councils, health departments, 
and others is needed. Public health nurses and sani- 


HEALTH—ALTLAND 


tion procedures. Other problems related to milk sup- 
plies include undulant fever, dangers of antibiotic 
contamination of milk and evidence of cross-infection 


HEARING SCREENING— Co-operative hearing screening projects check about 
500,000 Michigan children yearly compared with 69,000 screened in 1948. 


tarians can do much to promote safety through their 
routine visits because they already are accepted in 
the role of family counselors. 

Two communicable diseases merit special mention 
as rural occupational hazards. 


FTuberculosis—In the past year, the Department 
of Agriculture reports about one out of every sixty- 
six head of cattle tested was found infected with 
tuberculosis and an estimated 25,000 people may be 
in contact with infected herds. The resurgence of 
Tuberculosis in cattle calls for a strong bovine TB 
eradication program, and is another reason for vigilant 
public tuberculosis control in rural areas. 


Q Fever.—Evidence of the Q fever organism 
(Coxiella burneti) has been found in milk from 176 
out of 1,606 dairy herds checked recently in sixteen 
Michigan counties. This rickettsia parasite can live 
in cows, sheep and goats without apparent ill effects, 
but causes illness similar to pneumonia or influenza 
when spread to man through unpasteurized milk, 
animal excreta, barnyard dust or uncooked meat from 
infected animals. Pasteurization standards have been 
increased slightly to safeguard milk supplies, but the 
farmer’s protection is close attention to basic sanita- 
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between livestock and man involving resistant staphy- 
lococci. 

Besides accidents and the zoonoses, many farmers 
are poisoned through careless use of newer, potent 
insecticides and herbicides. A dermatitis in celery 
workers is under study in Michigan by the state health 
department and U. S. Public Health Service, and 
research so far indicates this may be associated with 
handling celery which has “pink rot.” 


Child Health 


Childbirth—Today 99 per cent of the births in 
Michigan occur in hospitals, compared with 60 per 
cent twenty years ago. During these years, there 
have been marked reductions in maternal and infant 
deaths. Some of the progress can be traced to the 
co-operation of physicians, hospitals and health de- 
partments. As one phase of the effort, twenty years 
ago health departments nurses began virtually a 
“crash” program with parents on the importance of 
prenatal care by the physician. In the last few years, 
the increase in the number of younger mothers calls 
for intensified educational effort both in high schools 
and through expectant parent classes. The local de- 
partment, both in its co-ordinating and educational 


functions, should continue to play a major role in 
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organizing such services. The state health department 
continues to work with schools on maternal educa- 
tion—to help teenagers who are children one day 
and parents the next. 

Other child health services needing emphasis in 
rural areas include vision, hearing and immunization. 
Vision and hearing screening programs in the schools, 
while growing rapidly, still fall short of reaching the 
number of youngsters who reasonably should be tested 
each year. Sample surveys of immunization levels 
have indicated that there are low immunization 
pockets which could trigger outbreaks of poliomyelitis 
or diphtheria. 


Long-Term Illness 


Care-——Most rural areas have no visiting nurse 
service, no nearby rehabilitation or physical restora- 
tion facility, few if any quality nursing homes or 
homes for the aged and crowded general hospitals. 
A new design of rural community health is needed 
to match the lengthening lifespan—expanding the 
scope of services and facilities to include long-term 
illness. Health department or voluntary agency home 
nursing services on referral from physicians of the 
community can reinforce the physician’s orders, give 
the patient incentive to keep under medical care, 
teach the family or neighbors simple home care 
techniques and help families through crisis situations 
with catastrophic disease. Health department licensing 
and consultation for 572 nursing homes and homes 
for the aged which started in 1956 should be further 
developed to aid the homes in improving their services 
and in using simple physical restoration measures. 
Rural general hospitals should be expanded to pro- 
vide rehabilitation units, and more definitive care, 
including out-patient services, is needed in county 
medical care facilities. 


Screening.—As well as stimulating a blend of care 
facilities and services most effective and least ex- 
pensive for the long term patient and the community, 
health departments in rural areas can be of help in 
screening programs. Testing programs screen out per- 
sons who may have disease in early stages and en- 
courage them to go to their physicians for examina- 
tion and diagnosis. Screening is a newer phase of 
the partnership between private medicine and public 
health. It is a necessary supplement to but not a 
substitute for periodic health appraisal—conserving 
the physician’s time by bringing him persons who 
are inore likely to have disease. 
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In recent co-operative programs with physicians: 

® 8552 women were screened for cervical car- 
cinoma in the nine projects using the Papanicolaou 
smear test, resulting in thirty-three confirmed cases, or 
3.9 per thousand screened; 


LONG-TERM ILLNESS—Development of home nursing, 


quality nursing homes and chronic disease rehabilitation 
units in rural areas is needed for patients with long-term 
illness. 


© 27,780 persons were screened for diabetes using 
the Wilkerson-Heftman method for blood sugar de- 
termination in ten projects, and further examination 
of suspects by private physicians confirmed 117 new 
cases—a rate of 4.2 per thousand screened. 

© 1,679 persons were screened by physicians for 
glaucoma using the tonometer in one project and 
follow-up examinations of suspects by ophthalmolo- 
gists so far have confirmed twenty new cases. 

Expansion of these programs in rural areas could 
help prevent disability and save many lives. 


Manpower and Motivation 


Rural community health needs can be met by pro- 
viding increased resources and by persuading people 
to act in the interest of their own health and the 
health of their family and community. 


Manpower—A number of rural local health de- 
partments are crippled by lack of funds—unable to 
do work delegated by the state and unable to hire 
enough staff to carry out the basic services. Follow- 
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ing a recommendation made by representative Citizens 
Community Health Advisory Committee and sup- 
ported by MSMS, the state health department has 
requested an increase from $315,000 to $500,000 


HEALTH—ALTLAND 


by local health departments, which have developed 
as “community health physicians” to marshall health 
resources. 


5 


3. Rural community sanitation problems include 


DIABETES SCREENING—Blood specimens are checked for syphilis and diabetes. 
Device in the background is the clinitron, which performs the Wilkerson-Heftman 
blood sugar determination in about. three minutes. Persons whose blood sugar is 
apparently abnormal are referred to physicians for examination and diagnosis. 


in state assistance for local health departments, with 
the added $185,000 to be shared by forty-six coun- 
ties which contribute to the support of multi-county 
departments. Most of these counties have large rural 
areas and all but two are in northern Michigan. 
Motivation—Some sociologists estimate that as few 
as fifty per cent of the people are “joiners,” that is, 
they belong to organized community groups. Group 
channels can be used to help reach these people 
with health information and to attempt to persuade 
them to make better use of available medical and 
health services. The other half of the population, 
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difficult to reach on a group basis, can be given equal 
opportunities in health only through continued joint 
effort through all channels—and the role of the in- 
dividual doctor of medicine remains the most impor- 


tant of all. 


Summary 


1. Two types of rural community health are 
identified—farm-rural and suburban-rural. 


2. Most Michigan rural communities are covered 


haphazard water and sewerage systems, lack of food 
ordinances, open garbage dumps, pollution from 
watercraft and resorts which do not have health de- 
partment approval. 


4. Occupational disease problems include an in- 
creased farm accident potential, an upsurge of bovine 
tuberculosis, Q fever, poisonous insect sprays, and 
other disease entities peculiar to farming. 


5. Child health needs include added education 
for the increased number of younger mothers, and 
renewed emphasis on vision, hearing and immuniza- 
tion programs. 


6. Public health services and facilities should be 
expanded to include more emphasis on long term 
illness, both through improving care facilities and by 
use of screening programs in co-operation with pri- 
vate physicians. 


7. Local health departments need additional man- 
power, and continued effort is needed to persuade 
people to care for their own health, with the family 
physician in a key role. 
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The Michigan Health Council 


A True Story of Service and Progress 


H OW would you like to have someone take part 
of the load off your shoulders in community affairs 
or help you find an assistant when the demands of 
your practice have you snowed under with work? 
You would probably like it, too, if someone would 
take the initiative for you in recruiting young people 
to select medicine as a career or get them interested 
in the advantages and opportunities open to them 
as medical associates. It might even be helpful if 
someone could demonstrate to your patients that the 
surgical and other procedures you perform in your 
office are not lengthy, fearsome ordeals but rela- 
tively painless undertakings which are accomplished 
in a very short time. 

It may come as a surprise to some doctors in 
Michigan to learn that there is an organization 
working for them which does all these things and 
many more besides. That organization is the Michi- 
gan Health Council. 

Here are a few examples of what the Health Coun- 
cil has done— 


@ in five years of operation, the M.D. Place- 
ment Service has been directly or indirectly 
responsible for helping 354 doctors find loca- 
tions to practice where they are needed most 
in Michigan. 
in four concentrated weekly Regional Health 
Conferences last year it informed more than 
2,000 high school and college students about 
health careers. 
for the past nine years it has presented a 
weekly half hour television show on health 
subjects. 
in three strategic, high-listener areas of the 
state it supplied- major assistance in the pro- 
duction of one hour television shows, which 
reached more than a million people, to take 
them behind the scenes in a doctor’s office. 
in eighty-three towns, cities and villages of 
the state it encouraged local groups to band 


Dr. Zemmer is President Emeritus of the Michigan Health 
Council. 
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Harry B. Zemmer, M.D. 
Lapeer, Michigan 


together in community health councils to see 
how each community could solve its particu- 
lar health problems the voluntary way. 


While this is but a partial list of accomplishments, 
it is quite apparent that the Michigan Health Council 
not only provides direct benefits to the medical pro- 
fession but reaches out to all people in our state. 


The Organization 


It is not uncommon in a gathering of doctors to 
have a few wear a quizzical expression when the 
subject of the Michigan Health Council is brought 
up. So, for the benefit of those who have a vague 
conception about the organization, and for the many 
young doctors who have joined the Michigan State 
Medical Society in the past years, let’s take a closer 
look at this health group which provides some of 
the muscle in the strong right arm of our Society 
public relations efforts. 

Quite simply, the Michigan Health Council is a 
non-profit, educational, voluntary organization made 
up of 80 state-level associations, societies, universities 
and other groups which have a major interest in 
health. They provide financial assistance through an- 
nual grants and are called Voting Members. Each 
Voting Member has only one vote no matter the 
size of its contribution. A new category of participa- 
tion was adopted in 1958 to give recognition to those 
individuals, associations and corporations who are in- 
terested in the work and purpose of the Michigan 
Health Council and who wish to contribute financially. 
They are called Associates and do not have voting 
rights. So far, four Associates have joined the Health 
Council. 

The Council was founded in 1943 with four charter 
members—the Michigan State Medical Society, Mi- 
chigan Hospital Association, Michigan Hospital Serv- 
ice and Michigan Medical Service. Beginning in 1947, 
it was reorganized and has come to be recognized 
as a vital force which is a prime mover in health 
matters in Michigan. 

Its primary objective is to encourage, stimulate 
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and support the establishment of health and medical 
care programs in local areas of Michigan on a volun- 
tary basis. The name of the association gives a hint 
of how it operates to reach the objective. It is a 
Michigan organization carrying out health programs 
through member organizations who council together 
to work out jointly sponsored health programs. 


Even though many of the members have local 
programs, the Health Council acts as a co-ordinat- 
ing force to draw all these efforts together into a 
unified onslaught against disease, unhealthy conditions, 
ignorance or uncertainty. This effective co-ordination 
goes a long way toward eliminating unnecessary dup- 
lication or overlapping of health programs by in- 
dividual groups in our state. 


The Executive Office, staffed by four people, is 
located at 712 Abbott Road in East Lansing only a 
stone’s throw from the new MSMS building. While 
the mechanics of carrying out the many Health 
Council programs emanate from this office, the real 
direction and guidance for these programs comes 
from a twenty-one-man Board of Trustees who are 
elected from the voting membership. The prominent 
men and women of the Board+ are not figureheads. 
Instead, they have become an important asset to the 
Health Council by being a working Board of Trus- 
tees, who actually participate in the operation of the 
Health Council, because they are persons with a 
vital interest in the activities and progress of the 
organization. They are top level, dedicated experts, 
representing a variety of fields of knowledge. Each 
makes an important contribution by drawing on a 
wealth of experience in facets of state and community 
living which bear directly on the health of the people 
of Michigan. 


The Board meets three times a year in March, 
September, and at the annual meeting in conjunction 
with representatives from voting members in De- 
cember. In the interim, the Executive Committee 
meets periodically to provide the necessary advice 
and guidance. In addition, the thirteen Committees 
of the Health Council meet as required to give direc- 
tion to Council activities. 

The sound organizational structure would be for 
naught, however, unless the Health Council developed 
and implemented programs to give it a reason for 
existence. Suppose, then, that we review briefly the 
programs and let you be the judge whether the 
Health Council merits the fine support it has been 
receiving from the Michigan State Medical Society. 


+See list at end of this article. 
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Placement Service 

It is difficult to determine which Health Council 
project is most important because each supplies a 
particular reed for different groups. However, of all 
the programs of the Health Council, the Professional 
Placement Services currently attract the greatest 
amount of financial contributions. Almost half of the 
total annual budget of the organization comes from 
corporations or foundations which have a_ specific 
interest in the three placement programs—M.D. 
Placement, Dentist Placement and Veterinary Medi- 
cine Placement. 

The M.D. Placement Program, which the Health 
Council adopted in 1953, is rated nationally as one 
of the finest programs in the country. It is operated 
under the guidance of the Michigan State Medical 
Society Committee on Rural Medical Service—al- 
most identical in membership with the Michigan 
Health Council’s M.D. Placement Committee. The 
Service is financed in part by an annual grant from 
The Upjohn Company of Kalamazoo. The late Ralph 
W. Shook, M.D., was instrumental in bringing this 
project to the attention of E. Gifford Upjohn, M.D., 
in its early years. 

The whole key to the program is to place doctors 
in Michigan communities where medical service is 
most needed. The Service is offered free of charge, 
both to doctors looking for a place to practice and 
to communities looking for a doctor. It has been most 
helpful also to physicians already established in a 
practice who are looking for an associate. At the 
same time it is another outlet for a doctor or a 
doctor’s widow to publicize a practice that is for 
sale. 

Since the project began in 1953, more than 354 
physicians have been placed in Michigan. At the 
present time, 104 communities are listed on the 
general practice and twenty-five on the specialty 
rosters. These rosters are available for distribution to 
all doctors registered with the Service. The informa- 
tion also goes to the teaching hospitals in Michigan. 

Several years ago, the Michigan State Medical 
Society Executive Committee recommended that the 
Immediate Past President of its component county 
medical societies act as local advisors to the M.D. 
Placement Service. They have two main functions. 
Whenever there is a question of need in a particular 
community which has requested the Service, the local 
advisor is contacted for an evaluation of the situation. 
The knowledge of the advisor about the local medical 
services is also invaluable to a doctor seeking informa- 
tion about possible practice locations. 
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Naturally, in a project of this magnitude, there 
is a great deal of routine work connected with the 
preparation of rosters and answering correspondence. 
To give you an idea of what is done in operating 
the Service, here is just a sample of some of the 
activities carried on with— 


Medical Students and Interns 


® Every graduate of a Michigan medical school 
is contacted each year and offered the free 
M.D. Placement Service. 
Every Michigan resident who goes to medical 
school in some other state is contacted and 
urged to use the Service and return to his 
home state to practice. 
Questionnaires are mailed to these new physi- 
cians to give them a chance to indicate what 
type of community they are interested in, 
what branch of medicine they will practice, 
and where they would like to locate. 
Presentations are made to Senior Medical 
Students to let them know about the place- 
ment Service available to them when they 
graduate. 


Communities 


@ Whenever a community requests assistance, 

a questionnaire is sent to it to obtain a general 
picture of what the town needs in the way 
of medical service. (The need is also verified 
by the local advisor, always an M.D.) 
Correspondence is carried on with communi- 
ties, offering them advice and encouragement 
in obtaining a doctor. 
Personal field trips are made to communities 
to investigate the potential opportunities and 
to gather additional material about the loca- 
tion. 


All Doctors of Medicine 

@ A doctor requesting the Service receives a 
questionnaire asking him to note his qualifica- 
tions, where he would like to practice, what 
type of community he is looking for, and 
when he is ready to establish that practice. 
A General Practice and Specialty Roster is 
maintained which lists each community with 
a brief summary of the type of practitioner 
needed. Each doctor receives a Roster. The 
Rosters are revised annually to keep them 
up-to-date. 

® As a supplement to the Rosters, Special Bul- 
letins are prepared and mailed to doctors and 
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teaching hospitals which cover new opportuni- 
ties as they become available. 

Correspondence is carried on with doctors 
from all parts of the United States informing 
them of the Placement Service available to 
them in Michigan. 

Interviews are conducted at the office of the 
Michigan Health Council with doctors who 
seek additional advice and guidance on op- 
portunities in Michigan. 

Of course, the Health Council Services works 
closely with the American Medical Association Physi- 
cian Placement Service and other organizations have 
an interest in this activity. 


Dentist Placement 


A second placement service is one operated for 


the dentists. It’s a relatively new program which 
was established in 1958. The first three years of 
the program are being financed by the W. K. Kel- 


logg Foundation. Guidance for the project comes 
from the Michigan State Dental Association. 

The pattern of operation for this program is much 
the same as the M.D. Placement Service. For in- 
stance, contacts are made with Michigan dental 
students and those going out of the state for training. 
A total of 148 dentists and thirty-seven communities 
are now registered with the Service, and nineteen 
placements had already been made at the time of 
this writing. 

Veterinary Placement 


When work was begun on the establishment of a 
Veterinary Placement Service, The Upjohn Company 
once again came forward with financial assistance. 
It is believed that assisting veterinarians to find loca- 
tions where they are needed throughout the state 
will have an indirect—but marked—effect on rural 
health. 

The preliminary tasks of setting up the Service have 
gone ahead. Officers and other key people of the 
Veterinary Medical Association see the need for the 
Service and have appointed an advisory committee 
to work closely with the Health Council. As soon 
as the majority of the membership of the Association 
becomes more familiar with the Health Council and 
the worth of this project, it is expected that more 
rapid progress will be made. 


Conferences 


Like other organizations, the Michigan Health 
Council conducts an annual conference for its mem- 
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bership and other interested participants. For the 
past twelve years, it has helped in the arranging 
of a two or three-day meeting called the Michigan 
Rural Health Conference. 

The Conferences provide the opportunity for people 
to get together to discuss health problems with recog- 
nized experts. In the early years, the meetings stressed 
rural health. As heavy concentrations of the popula- 
tion began pushing into the rural areas, however, the 
subject matter of the meeting shifted to include the 
flood of new health problems posed by this popula- 
tion movement. For the past several years, one day 
of the Conference has been devoted to the profes- 
sions and topics are slanted to the special interests 
of medicine, dentistry, and other services in the area 
of rural-urban health. 

Lately, the emphasis has been placed on accidental 
injuries and deaths along with a gargantuan subject 
which might well become the sole topic of a con- 
ference—health careers. 

Attendance at the meetings has usually averaged 
between 300 and 400, except for the record-breaking 
Conference in April, 1959, which attracted 800 per- 
sons. 

In an effort to bring these important meetings to 
more people, conference planners decided to take the 
meetings on tour. As a result, four one-day Regional 
Health Conferences were held during a four-week 
period in the Fall of 1959 at Marquette, Kalamazoo, 
Mount Pleasant and Detroit. The Conferences fea- 
tured three major topics—health careers, highway 
safety, and rural, community and school health pro- 
grams. 

The majority attending the regional meetings were 
high school and college students who were interested 
in careers as a member of the medical and health 
teams. When registration figures were tabulated, it 
was apparent that more than 2,000 students had 
received the latest information about health careers 
from 100 program participants who were actually 
working in the careers presented. Newspaper and 


television coverage of the Conferences also supplied 
information to those unable to attend. 


Health Careers 


With the tremendous interest in health careers 
verified by the response of students, parents and 
counselors during the Regional Health Conferences, 
the Michigan Health Council is encouraged to con- 
tinue and augment its plans for a whole new program 
on this vast topic. As a matter of fact, it is entirely 
possible that such a program would attract financial 
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contributions to equal or even surpass the money 
now contributed to the Placement Services. 

The Michigan Health Council is the logical or- 
ganization to conduct a careers program to ease the 
shortage of trained medical associates. Its member- 
ship includes many groups which have a vital interest 
in health careers. Actually, some health career is 
represented in nearly every member organization. 

The first tentative steps were taken to launch a 
positive careers program when a thirty-member Health 
Careers Committee was appointed and held its first 
meeting in November, 1958. The committee mem- 
bers included key officials in nearly every health 
group as well as deans and other educators from 
colleges and _ universities. 

Until adequate financial support is forthcoming, 
the Health Council is carrying on health career activi- 
ties through existing projects of the organizations 
such as the Conferences mentioned above and through 
Council television programs. Since proper financing 
is a “must” to put the program in full operation, 
a proposal outlining the essentials has been sub- 
mitted to a Michigan foundation. 

When the new program moves into gear, it will 
get information to young people through speakers 
bureaus, films, television, radio, exhibits, health fairs, 
junior medical associates organizations in schools, 
distribution of literature, vocational week celebrations, 
career caravans and liaison with high schools, colleges 
and universities where credit courses are already in 
operation. 


Television 


The Michigan Health Council pioneered in medical 
and health television programming. Beginning in 1950, 
it began weekly television broadcasts from the studios 
of WJBK-TV, Detroit, to reach a large audience in 
the southeastern section of Michigan. The programs 
present a variety of health subjects and give members 
of the Council an opportunity to publicize their 
activities and services through this medium. Doctors 
of Medicine have been, and will continue to be, the 
major source of participants on the show to provide 
authentic health information. 

In 1958, the Health Council joined forces with 
the Michigan State Medical Society and local county 
societies to take another giant step in television pro- 
duction. Together they launched a series of one-hour 
programs which have been presented in three high- 
listener areas of the state in Detroit, Kalamazoo and 
Grand Rapids. The sixty-minute telecast is called 
“The Family Doctor” and presents some of the things 
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which go on in a doctor’s office. The format includes 
a physical examination and four procedures—surgical, 
obstetrical, orthopedic, general—which can be ac- 
complished in the office. Audience response from the 
show indicates the program has taken a step forward 
in demonstrating that the procedures are not the 
awesome ordeals they had imagined. 

The “Family Doctor” show will continue to play 
in other areas of the state wherever television studio 
facilities can accommodate this large-scale produc- 
tion. 


Community Councils 


No story about the Health Council would be com- 
plete without the mention of the community health 
council program conducted through chapters of the 
organization. There are eighty-three community health 
council chapters in operation in Michigan. The local 
programs are a true grass roots project which lets 
people work out their health problems on a demo- 
cratic, voluntary basis. 

The medical profession can play a vital part in this 
movement. While the dedicated people, who are ac- 
tively engaged in local health programs, take part 


of the load off the shoulders of doctors in the area 
of community health matters, they still need the 
advice and guidance from the person best equipped 


by training and experience in health—the doctor of 
medicine. 


Publications 


There are two Health Council publications of in- 
terest to the medical profession. One is The Councilor, 
which is published four times a year. This goes to 
key people who are opinion leaders in health mat- 
ters and keeps them informed about activities and 
current projects. The other publication is the Michi- 
gan Health Council Directory. The Directory con- 
tains a compilation of the many health organizations 
in Michigan and describes their functions and services 
as well as listing the local units of these organiza- 
tions. 

Both publications are available to interested physi- 
cians. 


The Final Word 


The Michigan Health Council is a growing or- 
ganization. A continuing effort is being made by the 
Finance and Membership Committee to increase the 
membership and to interest other groups in joining. 
They will not only receive benefits of Health Council 
membership but will make a real contribution to 
programs and projects according to their specific in- 
terests. 
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Future programs and projects, which the Health 
Council might undertake in the months or years 
ahead, are limited only by the financial support avail- 
able to the organization from public-spirited groups, 
corporations or foundations. It is fortunate that MHC 
has the same tax-exempt status as a foundation, 
university or charity. Due to this fact, it can receive 
grants from foundations, and all gifts are tax exemp- 
tions for the donors. 

This is an association which has proved itself 
and its worth in the past. It stands ready to be of 
service in any important health program that is ir 
the best interests of the people of Michigan and one 
which follows the voluntary way—the American way 
of freedom and individual enterprise. 
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Medical Manpower in Michigan 


The Distribution of Physicians 


f § HIS REPORT of a study undertaken for the Com- 
mittee on Medical Education Needs in Michigan de- 
scribes the distribution of physicians in Michigan with 
reference to rural-urban differences. Trends in the 
supply of physicians in the several geographic regions 
of the state are described and an attempt is made 
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Fig. 1. Medical Service Areas. 


to explain the striking changes over the past twenty- 
five years in the age distribution of rural and urban 
physicians in Michigan. In addition, changes in the 
type of practice of rural and urban physicians are 
discussed. 

It has been customary to discuss the distribution 
of physicians in a state by comparing the supply of 
physicians in rural and urban areas. Prior to 1940, 
rural and urban areas could readily be distinguished. 
Rural areas were generally defined as the farming 


Dr. Axelrod is Professor of Public Health Economics and 
Dr. Mills is Research Assistant, Committee on Medical Edu- 
cation Needs, University of Michigan. 
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areas or the small towns. Now the high degree of 
movement of goods, services and people between the 
larger cities and the rural areas surrounding them has 
broken down the former isolation in many places. 
Many small towns, formerly isolated and rural, are 
now satellite communities to metropolitan areas. This 
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Fig. 2. Regions of Michigan. 


has made size of place a less adequate measure of 
rural-urban differences. In our view, rurality can best 
be described by considering the degree of isolation of 
small towns or farm areas from the larger centers of 
population. 


Geographic Regions 


Previous studies of the distribution of physicians 
have used as geographic units of analysis, communi- 
ties! counties,? medical service areas* and broad geo- 
graphic regions.* In Michigan, the large centers of 
population are concentrated in the southern portion 
of the state, and as one moves northward away from 
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these population centers the distance between com- 
munities, and presumably the degree of isolation, tends 
to increase. Since this is the case, it becomes possible 
to distinguish between rural and urban areas in Michi- 
gan on the basis of broad geographic regions. 


TABLE I. 


Region City Largest 


| Largest Size of 
City 
SER | 
Northern Peninsula 
Northern part of 
the Lower Peninsula 
Central 
Southern, excluding ‘ 
Detroit Area Grand Rapids 
Detroit Area* Detroit 


Sault Ste. Marie | 17,912 


Traverse City | 16,974 
Saginaw | 92,918 


176,515 
1,849,568 


Total 


SELECTED CHARACTERISTICS OF GEOGRAPHIC 


Per Ce nt 
of State’s 
Population 


the several regions of Michigan over the past quarter 
of a century. From 1930 to 1957, the number of 
physicians increased in all regions except the Northern 
Peninsula. The greatest increase occurred in the De- 
troit area. 


REGIONS IN MICHIGAN, 1950 


1 Per Cent of 

Capita Population 

Bi Income in Isolated 
Mile | (1949) | Counties 


| Per Cent of # 
P opuls ation | 

| 

} 


P —— | Per 


Which Is | 
Rural Farm 


i 


5 | $948 | 100 


r { 20 | 842 | 100 
12 2 7 1,158 23 


31 3¢ 1,416 0 


49 146 1,786 0 


101 é $1,521 11. 


*Detroit Area inc cludes the counties of Wayne, Macomb, Oakland and St. Cl: 
Source: U.S. Census Bureau, Census of Population: 1950, Vol. II, Part 22. 


Michigan has been divided into five geographic re- 
gions which follow county lines and which represent 
1 and 2). 
Northern Penin- 
sula, northern part of the Lower Peninsula, Central, 
Southern, excluding the Detroit area, and the Detroit 
area. The rural northern portion of the state has been 
divided into two regions, and the generally urban 
southern portion of the state has also been divided 
into two regions. 


aggregates of medical service areas (Figs. 
These five geographic regions are: 


Between the rural northern and 
the urban southern regions lies a region which is in- 
termediate in its rural-urban character. 

The data for the relative degree of rurality of the 
five geographic regions described above are presented 
in Table I. The two northernmost regions have the 
lowest population density (people per square mile) 
and lowest per capita income. The northern part of 
the Lower Peninsula, along with the Central region, 
has the highest proportion of rural farm population. 
All the people in the two northernmost regions live 
in counties classified as isolated.* It is quite clear that 
these two regions are the most rural and that the 
Central region is intermediate in rurality between the 
two northernmost regions and the two southern re- 
gions. 


Physicians Relative to Population 


Table II] shows the total number of physicians in 

*Jsolated county is a county which does not contain a 
city of 50,000 population and over, and which is not 
contiguous to a metropolitan county. Metropolitan county 
is a county which contains a city of 50,000 population or 
over, or a county without such a city which is economically 
and socially interdependent with a county which has a city 
of 50,000 population or more. 
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TABLE II. TOTAL NUMBER OF PHYSICIANS 
MICHIGAN BY GEOGRAPHIC REGION, 
SELECTED YEARS, 1930 To 1957 


Year 

Region ~ -| 
1930 937 1949 
Northern Peninsula | 232 271 | 219 
Northern part of the | | 

awer Peninsula | 7 ¢ 194 
Central { 5i 528 
Southern, excluding 

Detroit Area ,832 ' 2,282 
Detroit Area 2,85 3,11: 3,717 


Total* 5,58: 3,142 6,940 7,897 





*The total for 1955 and previous years includes physicians on active 
duty with the Medical Reserve Corps of the Army, Navy, Air Force 
and Public Health Service. They have been excluded in the total 
for 1957. 


Source: 1930: Report of the Committee on Survey of Medical Services 
and Health Agencies, Michigan State Medical Society, 
1933. 


1937: Number of Physicians in the United States by County, 
American Medical Association, 1938. 


1949: American Medical Directory, 1950. 
1955: American Medical Directory, 1956. 
1957: American Medical Directory, 1958. 


The increase in the number of physicians in Michi- 
gan over the past twenty-five years has not kept pace 
with the rapid increase in the state’s population. Fig- 
ure 3 shows the total number of physicians per 100,- 
000 population in each region in the 1930-1957 
period, and reveals that Michigan as a whole has ex- 
perienced a slow but steady decline in its physician- 
population ratio since 1937. 

Contrary to findings for other states, the urban re- 
gions in Michigan exhibit about the same rate of 
decline in the number of physicians relative to popu- 
lation as do the rural regions. There were some slight 
departures from a consistent pattern, but, in general, 
all the regions of Michigan showed a slow but steady 
decline in their physician-population ratios. 
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In the United States as a whole, prior to 1940, there 
was a consistent improvement in the supply of physi- 


income, has a moderately high supply of physicians 
and its supply appears to be improving. 

cians in urban areas accompanying a sharp drop in 
the supply of physicians in rural areas.® In at least 
three states, New York,® Minnesota,? and Missouri,5 
the same pattern of increase in urban areas and de- 


Age of Physicians 


The maldistribution of physicians between urban 
and rural areas is believed to be aggravated because 


Southern, excluding Detroit area 
Detroit oreo 


Michigan as @ whole 


Northern pert of Lower Peninsule 


Northern Peninsule 
Central 


Physicions per 100,000 Population 








YEAR 


Source: Table |; U.S. Census of Population, 1950, 1940, 1930; 
Stetisticel Methods Section, Michigan Deportment of Health 


Fig. 3. Number of physicians per 100,000 population by geographic region, 


selected years, 1930, to 1957. 


cline in rural areas has persisted through the early 
1950’s. Whether most other states also show a per- 
sistence of these trends is not known, so Michigan 
In any event, additional 
study is needed to provide a clearer picture of rural- 


may be an atypical state. 


urban shifts in the 1950’s in the supply of physicians 
in the United States as a whole.* 

While the decline in the physician-population ratio 
exhibited by the state as a whole was found in both 
the rural and urban regions of Michigan, there has 
been a wide and consistent difference between the 
two southern urban regions and the three rural re- 
gions in their physician-population ratio. The three 
rural regions of Michigan clearly show a greater need 
for additional physicians. 

Previous authors have noted that the physician- 
population ratio of an area tends to vary with its per 
capita income. In general this holds for Michigan, 
but there are some exceptions. The Central region 
with the lowest physician-population ratio has a mod- 
erately high per capita income. The northern part 
of the Lower Peninsula with the lowest per capita 


*Until 1949, the gap between rural and urban areas in 
the number of physicians per 100,000 population in the 
United States had been widening.>»® However, as far as we 
have been able to determine, nationwide studies of this 
problem have not been done since 1949. 
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rural physicians are older and therefore less effective 
than urban physicians. Mountin and Pennell found 
that in 1938, physicians fifty-eight years of age and 
over constituted 45 per cent of the physicians in 
rural counties of the United States and only 23 per 
cent in metropolitan counties.’° In Michigan in 1930, 
physicians were found to show approximately these 
same rural-urban age differences.* In the two most 
rural regions of the state, the Northern Peninsula 
and the northern part of the Lower Peninsula, 38 
per cent and 48 per cent of the physicians in active 
private practice were fifty-five years of age and over. 
The corresponding figure for Wayne County was 21 
per cent. 

Twenty-five years later these rural-urban age dif- 
ferences among Michigan physicians had disappeared. 
In 1955, the age of physicians in the Detroit area 
was about the same as the age of those in the North- 
ern Peninsula. Physicians fifty-five years of age and 
over constituted 37 per cent of those in active private 
practice in the Northern Peninsula and 34 per cent 
of those in the Detroit area. In this twenty-five year 
period, the physicians in the Northern Peninsula main- 
tained about the same age distribution, while the 
physicians in the Detroit area had acquired a pro- 
gressively greater proportion of older physicians. On 
the other hand, the other rural region of the state, 
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the northern part of Lower Peninsula, provided the 
most dramatic shift in age composition of physicians 
of any region in the state. In 1930, this region had 
the oldest group of physicians in the state, 48 per 
cent age fifty-five or over compared with 32 per cent 
for the state as a whole. By 1955, this region had 
the youngest group of physicians in the state, 23 per 
cent age fifty-five or over compared with 32 per cent 
for the state as a whole. 

The increase in the proportion of older physicians 
in the Detroit area and the marked decrease in the 
average age of physicians in one of the most rural 
regions of the state are contrary to the findings gen- 
erally reported for rural-urban age differences of phy- 
sicians. There is some evidence that Michigan is not 
the only state undergoing this change. For example, 
recent studies in Colorado, and New York likewise 
show no rural-urban age differences among physi- 
cians.° On the other hand, it should be noted that 
in Missouri and Kentucky there are still differences in 
the age of physicians in rural and urban areas.® 
Perhaps this change in rural-urban age differences of 
physicians’ is occurring in the wealthy urban states 
but not in the poorer rural ones. 

The reasons for this change are not entirely clear. 
Taking Michigan as an example, the gradual increase 
in the proportion of older physicians in active private 
practice in the Detroit area may simply be due to the 
recent increase in the number of young physicians in 
metropolitan areas in internship and residency train- 
ing programs. This group of young physicians has 
been excluded from the count of physicians in active 
private practice. This may be a partial explanation. 
However, even when interns and residents are counted 
with physicians in active private practice, it is found 
that the proportion of older physicians in the Detroit 
area in 1955 is still about the same as for the state 
as a whole. 

The present age distribution of physicians in rural 
and urban areas can be explained in large part by 
population shifts in previous decades. Rapidly grow- 
ing areas attract young physicians, and areas of popu- 
lation stability or decline are left with older ones. In 
Michigan there was a concentration of young physi- 
cians in the Detroit area in 1930 as a result of its 
very rapid population growth in the preceding twenty 
years. With virtually no population growth in the 
rest of the state from 1910 to 1930, particularly in the 
rural areas, young physicians generally did not locate 
in out-state areas. After 1930, the rate of population 
increase in the Detroit area and in the rest of the 
state was more nearly equal. This meant that young 
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physicians no longer settled predominantly in the De- 
troit area. In addition to this change in the location 
patterns of young physicians over the past twenty- 
five years, most older physicians concentrated in the 


TABLE III. PER CENT OF TOTAL PHYSICIANS IN 
MICHIGAN IN ACTIVE PRIVATE PRACTICE 
BY GEOGRAPHIC REGION, 1930 AND 1955 


Geographic Region and 
Classification of Physicians 1930 

Northern Peninsula 

Total physicians 233 

Active private practice 210 

Per cent active private practice 90 
Northern part of Lower Peninsula 

Total physicians 170 

Active private practice 156 

Per cent active private practice 91 
Central 

Total physicians 500 

Active private practice 467 

Per cent active private practice 93 
Southern, excluding Detroit 

Total physicians ,832 

Active private practice 1,444 

Per cent active private practice 78.3 
Detroit Area 

Total physicians 2,850 

Active private practice 2,448 

Per cent active private practice 85 
Michigan 

Total physicians 

Active private practice 5,585 7,897 


Per cent active private practice 4,725 5,226 


84.6 66.2 

Source: Report of the Committes on Surs ey of Medical Services ond 

Health Agencies, Michigan State Medical Society, 1933; 

American Medical Directory, 1956. 
rural areas in 1930, had died by 1955. The physicians 
who were young in 1930 and concentrated in the 
Detroit area have remained in Detroit and are now 
in the older age group. Thus, the recent diffusion of 
younger physicians throughout the state, and the ag- 
ing of physicians in the Detroit area has led to an 
older group of physicians for the Detroit area than 
for the rest of the state. 

The changes in the age distribution of physicians in 
the two rural regions of the state furnish an interesting 
contrast. In both these regions in 1930, there was a 
concentration of older physicians. By 1955, one of 
them, the northern part of the Lower Peninsula, had 
replaced enough of its older physicians with younger 
ones so that it had, on the average, the youngest 
group of physicians in the state. In the other, the 
Northern Peninsula, older physicians were not re- 
placed as rapidly and as a result there is still a 
concentration of older physicians there. 

There are apparently many rural areas through- 


out the country which are not replacing their physi- 


cians who retire or die. Further study of the two 
rural regions in Michigan, one of which has been 
able to obtain replacements for its retired and de- 
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TABLE IV. 


PHYSICIANS IN ACTIVE PRIVATE PRACTICE IN MICHIGAN BY SPECIALIZATION STATUS AND 


GEOGRAPHIC REGION, FOR SELECTED YEARS, 1930 To 1955 








1930 1949 





Geographic Region and 
Specialization Status 





Northern Peninsula 
ull-time specialists 
General practitioners and part-time specialists 
Total—Active private practice 
Northern part of the Lower Peninsula 
Full-time specialists 
General practitioners and part-time specialists 
Total-—Active private practice 
Central 
Full-time specialists 
General practitioners and part-time specialists 
Total—Active private practice 
Southern, excluding Detroit 
Full-time specialists 
General practitioners and part-time specialists 
Total—aActive private practice 
Detroit Area 
Full-time specialists 


General practitioners and part-time specialists } 1,955 
Total—Active private practice | 2,488 


Michigan 
Full-time specialists 
General practitioners and part-time specialists | 3,9. 
Total—Active private practice 4,7 
{ 


5 
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Directories, 1950 and 1956. 


ceased physicians, and the other of which has been 
less successful, might provide some clues as to why 
some rural areas are able to replace their physicians 
and others are not. 


Type of Practice 


Table III indicates the changes which took place 
from 1930 to 1955 in the proportion of all physicians 
who were in active private practice in the several 
regions of Michigan.* For the state as a whole, there 
was a decline in the proportion of physicians in 
active practice from 85 per cent to 66 per cent. 
This decline occurred in all regions, but it was most 
marked in the two southern ones. By 1955, the 
differences which had existed earlier between the three 
northern rural regions and the two southern urban 
regions had become pronounced. In large part, this 
was due to the increase in the number of interns, 
residents, and physicians who are full-time hospital 
employes in these more urban regions. 

Table IV shows the proportion of the physicians 
in active private practice in each region who were 
full-time specialists in 1930, 1949, and 1955. There 
has been an impressive growth in specialization 
among Michigan physicians during the last twenty- 
five years. From 1930 to 1949, the proportion of 
Michigan physicians who were full-time specialists 


*The number of physicians in active private practice in 
1955 was obtained by deducting from the total number of 
physicians the following: (1) those with a hospital address 
(for the most part interns and residents); (2) those in full- 
time teaching, research and administration; (3) those who 
have retired; and (4) those “not in practice.” 
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In the 
next six-year period the trend toward increasing 
specialization did not slow down as some had hoped, 
and by 1955, 44 per cent of all physicians in Michigan 
in active private practice were full-time specialists. 


increased from 16 per cent to 36 per cent. 


The trend toward specialization in medical prac- 
From 
1930 to 1955, there were marked increases in the 
proportion of full-time specialists, even in the most 


tice is by no means limited to urban areas. 


rural regions. However, specialization is a more prom- 
inent feature of urban practice, and full-time spe- 
cialists are more concentrated in the two urban 
southern regions. Table IV shows the close corre- 
spondence between the degree ot rurality of a region 
and the proportion of its physicians who are full- 
time specialists. Almost half the physicians in active 
private practice in the Detroit area were full-time 
specialists in 1955. 

In Michigan, as in the rest of the country, the 
American Specialty Boards are occupying an in- 
creasingly important role in the definition of full- 
time specialty practice. More than half the full-time 
specialists in active private practice in Michigan in 
1955, were certified by American Specialty Boards, 
and the proportion of full-time specialists with such 
certification is about the same in the several regions 
of the state. 

Table V shows the number and type of Board 
certified specialists in active private practice in each 
region in 1955. In the two most rural regions in 
Michigan, there were no Board certified specialists 
in urology and in dermatology and syphilology, neuro- 
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logical surgery, thoracic surgery, plastic surgery, and 
physical medicine and rehabilitation. Moreover, there 
was only one Board specialist in private practice for 
both regions in each of the following: psychiatry and 
neurology, anesthesiology and proctology. Sparsely 


TABLE V. BOARD CERTIFIED SPECIALISTS IN ACTIVE 


3. There has been a decrease in the proportion 
of physicians in active private practice, and a strik- 
ing increase in the proportion of physicians who are 
full-time specialists since 1930. Both changes are 
more marked in the urban regions of the state, but 


PRIVATE PRACTICE IN MICHIGAN, BY SPECIALTY 


AND BY GEOGRAPHIC REGION, 1955 


Number of Board Certified Specialists 
Northern Northern Part of | . | 
Peninsula Lower Peninsula Central Southern, Excluding Detroit Area 
Region Region | Region Detroit Area Region Region Total 


American Specialty Board 


Internal Medicine 

Surgery 

Obstetrics and Gynecology 
Ophthalmology 

Pediatrics 

Radiology 

Psychiatry and Neurology 
Otolaryngology 

Orthopedic Surgery 

Urology 

Dermatology and Syphilology 
Anesthesiology 

Pathology 

Neurological Surgery 
Proctology 

Thoracic Surgery 

Plastic Surgery 

Physical Medicine and Rehabilitation 
Not Classified 


NNONwA 


Total 
Source: American Medical Directory, 1956, 


settled rural regions isolated from metropolitan centers 


‘ 


might not be expected to support such “super-spe- 


’ 


cialists” as neurosurgeons, plastic surgeons and thor- 
acic surgeons. However, there are over half a million 
people to be served in these two rural regions and 
the need for a full complement of adequately trained 
physicians in the more frequently used specialties is a 
problem which should be faced. 


Summary 


Rural-urban differences in the distribution of physi- 
cians in Michigan can be summarized as follows: 

1. The inequality in the supply of physicians in 
rural and urban areas in Michigan, noted in 1930, 
has persisted for the last twenty-five years. Unlike 
some states, where the disparity in the supply of 
physicians between rural and urban areas has in- 
creased in recent years, in Michigan the differences 
between rural and urban areas have remained un- 
changed. 

2. Since 1930, rural-urban age differences among 
physicians in Michigan have virtually disappeared. 
These findings do not support the widely accepted 
belief that rural physicians are older than urban 
physicians. The current age distribution of physicians 
in the rural and urban areas of Michigan can be 
explained in large part by population shifts in the 
state in previous decades. 
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even in Michigan’s most rural regions already al- 
most a quarter of all the physicians are full-time 
specialists. 
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Ten Easy Lessons on How to Land in Court 


¥ HERE ARE, of course, countless ways in which 
any citizen can run afoul of the law and wind up 
in court. He can, for example, strangle his mother- 
in-law, rape the maid, burn down an orphanage, cheat 
on his income taxes, strike a pedestrian in a cross- 
walk, or operate a still in his basement—but these are 
all crude and unimaginative methods which hardly 
befit the dignity of the medical profession. 

My present purpose, therefore, is to suggest to you 
some of the more subtle methods of submitting your- 
selves to dissection by a jury of your peers in the 
field of medical professional liability. 

It is really fairly easy to become a defendant once 
you acquire the simple knack of it. Let me assure 
you that you need not necessarily be a wallflower 
while your more fortunate colleagues are bragging 
about the big verdict: that have been rendered against 
them. If you have never been sued, it may be merely 
that your technique is faulty. Just the other day a 
good doctor friend of mine confided to me, rather 
plaintively, that he had acted as an expert witness in 
behalf of colleagues on various occasions but had 
never once been sued himself. 1 detected a rather 
wistful note in his voice as though to ask, “why am 
I always a bridesmaid but never a bride?—Do I have 
legal halitosis?—Won’t my best friends tell me?” 

Perhaps, you too have such secret worries. If so, 
be of good cheer. You too can become law suit prone. 
It’s merely a matter of knowing and following a few 
simple rules. 

The first of these is what I like to call borrowing 
from the vernacular of the prize ring, the punch-and- 
counter-punch system. I recommend it highly to the 
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neophyte because of its utter simplicity and com- 
pletely foolproof nature. Statistics (and I ask for- 
giveness for using the dirty word) will show that this 
is demonstrably the most effective of the simple ele- 
mentary methods by which you can get yourself sued 
for malpractice. First, all you need do is make sure 
that your bill to your patient is stiff enough to make 
him thoroughly mad. Then sue him immediately to col- 
lect it. This forces him to go to his lawyer whose first 
inquiry naturally is, “What defense do you have?” 
Now manifestly, even a second class moron knows 
that he is obliged to have some better reason for re- 
fusing to pay than that he doesn’t like to part with 
money. And so, aided on occasion, as I am forced 
to admit, by the helpful questions and/or suggestions 
of one of my less scrupulous brethren at the Bar, he 
searches his memory and dredges up a distinct recol- 
lection that although you told him you were go- 
ing to remove his tonsils, you actually relieved him 
of his gall bladder, besides which he is sure that a 
couple of sponges are still lurking in his abdomen, 
and he certainly couldn’t have had such terrific gas 
pains if you had known your business. Presto, 
you have achieved your ambition to be sued for mal- 
practice. Provided, of course, that you haven’t dallied 
too long in sueing the patient. Although, under the 
statute of limitations you have six years in which to 
sue him, you must remember that he has only two 
years after the last treatment in which to sue you. 
You must, therefore, be sure to start your action 
within two years in order to protect his right to 
counter punch. Obviously, of course, the sooner you 
bring your suit after rendering your bill and while 
he is still at his boiling point, the more likely you are 
to be successful in keeping your suit record up and 
your lawyer off the welfare relief rolls. 

Now the second in my list of guaranteed rules is, 
“never admit an error or mistake.” Only the weak 
or the innocent do so, and they don’t deserve to be 
sued. If the sponge count is out of balance, forget it; 
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Sponges are cheap and probably won’t hurt the pa- 
tient anyhow. If a retractor is missing and a subse- 
quent x-ray shows it to be in the patient’s abdomen, 
If the 


original diagnosis was wrong, go right ahead with the 


brazen it out; He must have swallowed it. 


original treatment; the patient will never know the 
difference. He won't be able to read the autopsy 
report. 

In cases of error or mistake, the old-fashioned fel- 
low who has a morbid dread of being sued will prob- 
ably be naive enough to go voluntarily to the patient 
or his family, confess his error, and by his frankness 
and solicitude, disarm a potential plaintiff. But not our 
hero! He knows that it is a human trait to sym- 
pathize with and forgive an admitted error and that 
his chances of being sued will be greatly diminished 
by any such childishly innocent approach. 

The third in my list of simple rules is one of which 
all too few doctors take full advantage. It is, “don’t 
be afraid to guarantee results.’ Innumerable pro- 
prietary concoctions can be bought in any cut-rate 
drug store on a “money-back” basis. Obviously, if 
you are to maintain your competitive position, you 
are practically obliged to follow suit. 

Now, of course, a few of the more squeamish will 
permit themselves to be influenced by ethical con- 
siderations and will hesitate to put such guarantees 
in writing. | do not quarrel with this point of view, 
but assure you that it is wholly unnecessary to put 
your guarantees in writing in order to make them 
effective. Almost as good results, and frequently better, 
by way of inviting litigation can be achieved by 
keeping your guarantees on an oral basis and by 
purposely making them somewhat vague. This per- 
mits the patient’s lawyer greater leeway in which 
to phrase the kind of a guarantee that he thinks his 
client ought to testify to, and thereby serves to 
broaden the basis upon which you can be held 
liable. Nor are any particular formal words or 
phrases necessary to constitute a guarantee. Simply 
be sure that the patient understands that he is being 
promised a certain result; he and his lawyer will be 
glad to phrase it properly for you. And, let me add, 
if you are apprehensive that a jury may not believe 
that you said it, you are worrying needlessly. The 
patient will probably hi. at least four fellow union 
members on the jury, and — ar chances of having your 
denial believed are much. .oo slight to be of any real 
concern. 

Next on my list is a simple little gadget, the use of 
which requires no skill, no training, and no experi- 
ence. Simply let it be widely known that you carry 
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professional liability insurance with large limits. 

The beauty of this little gimmick is that it will not 
only invite more law suits but larger ones. Not only 
will it invite even your friends to sue you—since there 
is nothing personal about it, but it will help to bring 
you suits of a size that will be sure to make the news- 
papers. | have observed over a long period of active 
practice that it is a quaint quirk of human nature that 
the average citizen is highly insulted when sued for 
$500.00 but is immensely flattered if he is named 
defendant in a $1,000,000 law suit. The latter serves 
notice on the community that here is a successful 
man; here is no ordinary Joe who washes out his own 
socks in the bathroom, but a solid substantial citizen 
who rates being sued for real money. Besides, you 
have been paying premiums on your professional 
liability policy all these years, so why not use it? 

Next we come to one of the real basics. Don’t 
bother to get the patient’s consent. You know what 
he needs better than he does. 

Here is, indeed, a fertile field. Here is an area in 
which the variest tyro can get himself sued almost as 
easily as can General Motors Corporation. 

Any doctor who can’t get sued by following this 
little gem of advice simply has no patients. (And | 
spell the word with two t’s.) The doctor who fails 
to take adequate consents to operate can be sued not 
only for malpractice, but for assault or breach of con- 
tract. The doctor who fails to get the patient’s con- 
sent to disclosure of information about his patient 
can be sued for violation of the confidential relation- 
ship existing between physician and patient. The 
doctor who admits unauthorized observers, or takes 
some beautiful color photographs of that artistic inci- 
sion of which he is so proud without obtaining the 
patient’s consent can be sued for violation of the 
patient’s right to privacy. Blood transfusions, x-ray 
therapy, amputations, cosmetic surgery, and countless 
other procedures offer grist for the law suit mill unless 
guarded against by sufficient and adequate consents. 
I stress the words “sufficient” and “adequate” be- 
cause, while every doctor knows the importance of 
obtaining consents, a vast number use forms that are 
neither sufficient nor adequate. As an interesting side- 
light on this subject, I recently had an inquiry from 
a somewhat skeptical member of a hospital medical 


staff in a small community outstate as to the adequacy 


of the consent forms, or rather, the consent form 
they were currently using. It seems that some genius 
had conceived the brilliant idea of having every pa- 
tient sign one broad, general consent form which 
authorized any member of the staff to do anything— 
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medically, surgically, pathologically, chemically, bio- 
logically and/or forensically that he might then or 
thereafter think appropriate or advisable. The argu- 
ment that ensued when I expressed the opinion that 
such a broad and general consent was as bad as, or 
worse than, none at all, has not yet completely sub- 
sided. I can assure you, however, that such general 
consents are open invitations to law suits for the 
simple reason that they leave the door wide open 
for a court to permit oral testimony of the patient as 
to what he thought, or might later choose to think, 
he had consented to. Whereas, if the consent is pre- 
cise enough to identify the contemplated operation or 
procedure, he will not be permitted to dispute the 
writing. If you are looking for more law suits, there- 
fore, but are too much of a sissy to eliminate con- 
sents entirely, be sure that the ones you do take are 
sufficiently broad and general as to serve the same 
purpose. 

The next rule which I have to offer is closely akin 
to the preceding one. Never put anything in writing. 

There is, in some quarters, a time-honored belief 
that if you don’t put it in writing, it can’t ever come 
back to haunt you. That has about as much validity 
as a legal principle as has that tried and true medical 
axiom—‘feed a cold and starve a fever.” Observance 
of this rule, therefore, will be found to be a highly 
valuable tool in the hands of the doctor who loves 
to be sued. 


Just consider the infinite variety of uses to which 
this simple little rule can be put in the interests of 
keeping the courts running. It can be applied to the 
keeping of medical and office records since complete, 
well kept, accurate records are the very cornerstone of 
the defense to almost any professional liability suit. 
Conversely, the absence of or inadequacy of such 
records always leaves vital questions to be resolved 
under oral testimony which is notoriously open to at- 
tack as inexact, uncertain, biased, or just plain false. 
Some of you, of course, are just confirmed record keep- 
ers and will find it difficult to break the habit. If you 
are of that class, but still yearn to be a defendant, I 
suggest that you destroy your records as soon as they 
have passed the ripe old age of two years, particularly 
those pertaining to the treatment of children. The value 
of this practice as a law suit breeder is well illustrated 
by the case of the doctor who some seventeen years be- 
fore had reduced a simple fracture on a five-year-old 
boy. Believing implicitly in the efficacy of the two-year 
state of limitations, he had long since discarded his 
old records. Upon being sued after the boy had 
reached twenty-one years of age, he could not even 
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recall the incident and was quite chagrined to learn 
that in the case of a minor, the statute of limitations 
does not begin to run until he has attained majority. 
Actually, of course, the running of the statute of 
limitations, even as to adults, can be interrupted or 
affected by many factors including concealment of a 
cause of action, absence from the state, et cetera, with 
the result that, in many cases, the older a record is, 
the more vital it is to the successful defense of a 
law suit. 

You will find, also, that the “never put anything 
in writing” rule will pay dividends if applied on a 
broader scope than the mere keeping of medical and 
office records. It can be applied to any number of 
situations which arise not uncommonly in the physi- 
cian-patient relationship, for example, the letter to the 
patient who fails to keep an appointment, the letter 
to the patient who fails to follow your advice, the 
letter to confirm that the patient has discharged you, 
the letter confirming your own withdrawal from the 
case, and many others. 

Now I suggest that you will find the rule against 
putting anything in writing doubly effective if you 
will combine it with the next suggestion which I have 
to offer: never attempt to explain anything to a 
patient; he won’t know what you’re talking about 
anyhow. 

I dare say one of the most common mistakes that 
is made by the doctor who can’t seem to acquire the 
know-how of getting sued is that he tends too much 
to put himself in the patient’s place. In other words, 
he puts too much trust in the old fashioned golden 
rule. He makes it a practice to explain patiently and 
in language that the layman can understand just 
what the patient’s condition is and what he, the doc- 
tor, is trying to do about it. He makes the unpardon- 
able mistake of being frank and open and, thereby, 
of making it embarrassing for his patient to sue him. 
In short, he creates and fosters an atmosphere in 
which it is difficult for the seed of litigation to sprout 
and thrive. 

I believe it can be said fairly that medical profes- 
sional liability claims and suits fall into three cate- 
gories. First, those in which, legally and morally, 
there is liability. Second, those in which there is no 
liability and the patient knows there is no liability, 
and third, those in which there is no liability but the 
patient honestly thinks there is. It is in this last 
category that you have the really golden opportunity 
to improve your suit record by a hard-boiled-explain- 
nothing policy. Now, of course, you may ask, “but 
what if the patient asks questions?” The answer to 
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that is simple. By a little practice, you will find that 
you can answer such a nosey character in such highly 
technical language and with such an extremely super- 
ior air that you can practically force him to borrow 
the receptionist’s phone on his way out in order to 
make an appointment with his lawyer. 

We come now to the basic rule which I guarantee 
will bring you your fair share of law suits if all else 
fails. It is simply this: stick to the old tried and true 
methods that you learned in medical school—avoid all 
“new fangled” procedures. 

A succinct definition of medical malpractice is this: 
“Malpractice may be defined as the failure of a phy- 
sician to exercise the required degree of care, skill 
and diligence or the treatment or care of a patient in 
a manner contrary to accepted rules and with injur- 
ious results to the patient.” 


Although malpractice is generally associated with 
negligence, it is not necessarily limited to negligent 
acts or omissions but may result either from lack of 
knowledge, lack of skill, or neglect to apply it. It 
may be either willful, negligent or ignorant. This 
legal requirement of skill and care is not a fixed or 
static one but is rather one that is comparative or 
relative. A physician or surgeon is not required to 
possess extraordinary skill nor is he held to the very 
highest degree of care possible. The law recognizes 
that he is possessed of human frailties and subject to 


the commission of human mistakes and errors in judg- 


ment. He is not, however, permitted to be ignorant 
The degree of knowledge and skill which he is re 
quired to possess is always related to the state of 
medical or surgical science at the time. 

If, therefore, all else fails to bring you before the 
Bar of justice, you will find comfort in the knowl 
edge that you can solve the problem by the simple 
expedient of closing your eyes, ears and minds to the 
progressive changes which mark the steady and swift- 
ly moving advancement of medical science. 

Next, we come to an infallible self-executing rule 
of wide scope and application. Don’t waste your 
money on efficient help and good equipment. Save it 
for use in paying the judgments which will surely fol- 
low adoption of this policy. 

There is a rule of law known among lawyers as 
the doctrine of respondent superior. It means simply 
that the employer is legally responsible for the acts 
of his employes. It should be quite apparent, there- 
fore, that by employing inexperienced and inefficient 
receptionists, technicians and nurses, furnishing them 
obsolete or faulty equipment, assigning duties to them 
for which they are not fitted by temperament or train- 
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ing, and leaving it to them to carry out those duties 
and responsibilities without supervision, you will be 
rewarded, not only with more law suits, but with a 
greater diversity. 

I particularly recommend this policy to the indolent. 
It has the great advantage of working while you sleep 
or play. While the less successful doctor is earning 
his law suits the hard way by making his own mis- 
takes, you can be out on the golf course with full 
confidence that the hired help is taking care of earning 
yours for you. 

And now in conclusion, | want to offer a thought 
in behalf of those of you who do not have the “do- 
it-yourself” knack. There may even be some among 
you who are old fashioned enough or conservative 
enough to be content to go through life without hav- 
ing your day in court. You may be the shy, bashful 
type who doesn’t enjoy the spotlight of publicity: 
You may be the miserly type who prefers to keep 
his money rather than to share it with disgruntled 
patients and altrustic lawyers. Or, let’s face it, you 
may be simply the unimaginative type who lacks the 
ingenuity to get himself into trouble. Under today’s 
modern “share the wealth” philosophy, this presents 
an intolerable situation and | am gratified that I can 
offer a solution. It is merely this: just relax and let 
one or more of your professional brethren take over. 

Not only is this method practically sure fire, but it 
possesses an aesthetic value that is so often lacking 
in the more crude methods. It appeals to the virtuoso 
in each of us. It permits a versatility that is almost 
unlimited. It allows a range, for instance, all the way 
from a candid, forthright expression of opinion such 
as “what! that frustrated butcher!—why, I wouldn’t 
let him excise a hang nail on my cocker spaniel,” 
down to the really subtle stab in the back, such as, 
“Oh, Dr. Jones, A fine surgeon, but . . .” 

What a wonderfully versatile word is that little 
three-letter word “but.” It is capable of conveying an 
infinite variety of nuances, a sly little word but one 
with a truly shattering impact when used by the ex- 
pert, and a veritable godsend to those members of the 
profession who dedicate themselves to spreading the 
benefits of litigation among those of their brethren 
who lack the capacity to get into trouble on their own. 

And thus, my friends, endeth the lesson. I have 
offered you nothing new, nothing novel. | can assure 
you, however, that all my recommendations have 
withstood the acid test of time, and I am willing to 
stake my professional reputation, if | have any left 
after this presentation, on the promise that if you will 
apply them—lI’ll see you in court. 
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Low Back Pain and the Fibro-Elastic Diathesis 


>. HIS PAPER does not presume to submit a new 
cause for backache. The already long list needs no 
additions. One particular group, however, the so- 
called postural backaches, are poorly defined, poorly 
understood, and thus are often inadequately treated. 
The general practitioner, even more than the ortho- 
paedist, is frequently confronted with this distressing 
complaint. The concept of the fibro elastic diathesis 
permits a rational approach to this problem. An 
awareness of the basic diathesis will enable the phy- 
sician to solve expeditiously many otherwise obscure 
back disorders. This will prove most satisfying to the 
patient as well as to his family doctor. 

Ehlers in 1899 and Danlos in 1908 described the 
clinical entity subsequently known as the Ehlers- 
Danlos Syndrome. Further reports appeared in the 
following years. The basic features are outlined in 


Table I. 


TABLE Il. THE EHLERS DANLOS SYNDROME 


A. Hypermobility of joints 


B. Skin manifestations: 
1. Hyperelasticity 
2. Gaping wounds following minor injuries resulting in 
papyraceous scars 


3. Ease of bruising due to fragility of subcutaneous blood 
vessels 


Dr. Carl Badgley and the author have been par- 
ticularly interested in this problem for some years. 
A thorough review of the reported literature and care- 
ful analysis of our own case material have convinced 
us that the Ehlers Danlos syndrome is the rare and 
severest form of a common constitutional type. This 
we have designated the “fibro elastic diathesis.” The 
various clinical manifestations of this diathesis will be 
more comprehensively presented in another paper. 

Before proceeding to the specific role of this en- 
tity in back problems, it may be helpful to point 
out certain general features of the fibro elastic dia- 
thesis 


Etiology.—The exact etiology is unknown; however, 
it is probably a developmental error in the mesenchy- 
mal germ layer which results in a relative increase 
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in the elastic tissue component of connective tissue. 
This elastic tissue increase produces symptoms i: 
two general areas—the dermis and joints. 


Involvement of the skin produces various phenome- 
na as hyperelasticity, ease of bruising, and, more 
rarely, papyraceous scars and pseudo-tumors. Par- 
ticularly pertinent to our discussion are the changes 
in the periarticular structures. An increased propor- 
tion of elastic tissue in these supportive structures 
permits an increased range of joint motion and this 
diminished stability may produce symptoms. Table 
II enumerates the more common symptom patterns. 
It will be noted that this basic diathesis permits the 
correlation of a number of scattered complaints into 
a single working scheme. 


TABLE II. SYMPTOMS ARISING FROM JOINT 
HYPERMOBILITY 


(In order of frequency) 

. Relaxed feet 

2. Backache 

. Postural defects 

. Recurrent = dislocations 
(a) patella 
(b) shoulder 

5. Snapping joints 

». Recurrent ankle sprain 


There is a strong familial tendency and a positive 
family history is usually elicited if the patient is 
carefully questioned. This mesenchymal disturbance 
seems to be inherited as an incomplete dominant. 

Joint hypermobility is the most constant feature of 
the diathesis and, in the vast majority of cases, is the 
primary cause of symptoms. It is essential that the 
physician familiarize himself with the normal range 
of motion in the major joint systems. Only thus will 
he learn to evaluate the minimal but clinically sig- 
nificant degrees of hypermobility. Marked variability 
is noted in the number and combinations of joints 
involved. The degree of mobility in symmetrical 
joints is remarkably constant. This phenomenon is 
more apt to occur in the foot, wrist, and spine, in 
which areas the total motion is the aggregate of the 
motion in several individual joints. It is not surpris- 


JMSMS 





LOW BACK PAIN—BAUER 


ing that complaints are usually directed at the weight 
bearing joints of the lower extremities and spine. 

Pathology—Normal fibrous or connective tissue 
has two components: (1) the elastic fibers which 
give the body tissues their mobility and extensibility; 
(2) the collagenous or ground substance which, in 
contradistinction, gives the body its stability and 
form. These two components are present in the peri- 
articular ligaments and capsular structures in such 
proportion as to give each particular joint optimal 
flexibility and yet stability. 

A section of skin from a markedly hyperelastic in- 
dividual, if treated by the Verhoeff staining tech- 
nique will demonstrate the increase in elastic fibers. 
This technique is less successful in demonstrating the 
morphological changes in periarticular structures. A 
more accurate and specific method, possibly quanti- 
tative, is necessary to clarify the pathology of the 
hypermobile joint. 


Backache and the Fibroelastic Diathesis 


Let us now direct our attention more specifically 
to the role of this diathesis in common back prob- 
lems. Table III gives an overall picture of the in- 
cidence and relative frequency of symptoms. It will 
be noted that almost 85 per cent of patients in this 
series came in with foot or back problems. Actually 
the great majority of foot cases occurred in children 
whose parents were concerned solely by the appear- 
ance. Rarely were the feet symptomatic. The foot 
aspects of this diathesis will be discussed in another 
article. Thus the low back is by far the most common 
site of symptoms in this diathesis. 


TABLE Ill. INCIDENCE OF THE DIATHESIS 
Consecutive orthopaedic patients 12,000 
Symptomatic cases of fibro-elastic diathesis: 

oot abnormalities ‘ 280 
Low backache 225 
Others 95 


Total 600 


Hypermobility of the spinal segments is presumably 
due to a relative increase of the elastic fiber content 
in the interspinous ligaments, ligamentum flavum, the 
intervertebral facet capsular ligaments, the longitu- 
dinal ligaments, and possibly in the annulus fibrosis. 
All of these soft tissue structures act as limiting or 
check devices to excessive spine motion. Investigative 
work along this line is needed. 

In most individuals, the hypermobile spine is an 
incidental finding and does not produce symptoms. 
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The presence or absence of back symptoms depends 
not so much on the degree of hypermobility as on the 
degree of compensation of the secondary stresses. If 
these abnormal stresses are not balanced structurally 


Fig. 1 


—or compensated—then an extra burden is shifted 
to the reinforcing spine musculature. A fatigue re- 
action results in these muscles and the patient sub- 
jectively experiences a backache. 


Analysis of Series 


A review of 12,000 consecutive patients seen in a 
private orthopaedic practice revealed that the fibro 
elastic diathesis was the primary problem in 600 
cases. This represents an incidence of about 5 per 
cent or one in twenty patients. This figure does not 
include the many patients in whom this diathesis is 
an incidental finding. 

It should again be emphasized that the low back 
is by far the most common site of symptoms in the 
fibro elastic diathesis. Of the 600 symptomatic cases 
of fibro elastic diathesis, 225 cases registered low- 
back pain as the chief complaint. In 171 of these 
there was no other related pathology. In the other 
fifty-four cases, the back symptoms resulted from a 


combination of the diathesis and organic pathology 


263 





LOW BACK PAIN—BAUER 


such as disc disruptions, trauma, spondylolysis, et 
cetera. 

The gentleman who defined woman as “a biped with 
backache” may not be entirely wrong. Women were 
afflicted in our series in a ratio of 4 to 1. 


Fig. 2. 


Clinical Features.—The typical patient is a woman 
between twenty-five and thirty years of age with a 
long history of chronic recurrent low backache. Leg 
radiation, if present, is of the dull, referred, non- 
radicular type. Localized lumbo-sacral pain appears 
with excessively heavy work and toward the end of 
a normal day. The fixed semiflexed attitudes assumed 
in ironing, vacuuming, dishwashing, and typing are 
poorly tolerated. Relief comes with change of posi- 
tion or recumbency. Any fixed attitude quickly ex- 
hausts the low postural reserve so that ease of fa- 
tigue is a common complaint. It is readily seen why 
these individuals are often summarily dismissed as 
neurotics. 

A careful back examination will reveal certain 
characteristic findings. Various postural inadequacies 
may be noted. Despite admitted back pain, this in- 
dividual will flex forward and with knees extended 
will readily touch his palms and even his wrists to the 
floor (Fig. 1). Another reliable diagnostic point is 
the ability to approximate the patient’s elbows behind 
his back (Fig. 2). An increased range of motion in 
other planes is also noted. In the absence of other 
specific back pathology, the orthopedic leg signs are 
normal and no neurological changes are found in the 
lower extremities. Related manifestations of the fibro- 


elastic diathesis such as extra-spinal joint hypermo- 
bility, pronated or relaxed feet and skin hyperelas- 
ticity are frequently present (Fig. 3). 

Low backache of this type is prone to occur in 
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certain occupations where postural demands are ex- 
cessive. Among these are heavy manual labor, farm- 
ing, stenographic work, and certain industrial situa- 
tions. The industrial physician must use care in as- 
signing individuals of this diathesis, particularly wom- 
en, to “production” or other situations requiring fixed 
attitudes or repetitive maneuvers over protracted 
periods. 

Postural stresses on this basis are less frequently 
seen in the thoracic and cervical areas but are not 
pertinent to the present discussion. 


Fig. 3. 


Treatment.—The emphasis in treatment is conserva- 
tive and is based on accepted orthopaedic principles. 
The following points should be given attention: 

1. Any concomitant pathology must be evaluated 
and treated on its own merits. 

2. Reassurance that he possesses a “certain build” 
suffices as treatment for many patients who are much 
relieved to know that their lack of endurance and 
chronic discomforts are not signs of early cancer or 
other serious disease. 

3. Specific exercises to correct postural faults and 
to over-develop hypotonic muscles is most important. 

4. The use of a firm mattress or bedboards and 
regular adequate hours of sleep permit fatigued 
muscles to recoup their strength. 
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5. Foresight in selecting suitable occupations may 
preclude later trouble. Stenographers and others main- 
taining fixed postures are cautioned to periodically 
change position and stretch their muscles. 

6. Some type of back support is occasionally nec- 
essary to interrupt the pain cycle. This device should 
be used with caution where no other primary pathol- 
ogy is present as it may contribute further to muscle 
atrophy and “decompensation.” 

7. Obesity must be corrected since it accentuates 
the postural problem. 


Discussion 


Rotoscoliosis was a frequent observation in this 
series of 225 fibro elastic backaches. Forty-five cases 
demonstrated this finding clinically. Although we 
have been impressed with the high incidence of the 
fibro elastic diathesis in idiopathic rotoscoliosis, a 


true causal relationship has not been established. 

A review of the aforementioned 12,000 orthopaedic 
patients uncovered eight cases of osteitis condensans 
ilii. This obscure entity has been generally suspected 
to be of postural origin. The fact that four of our 
eight cases occurred in the group of 225 fibro elastic 
backs would lend support to this belief. No relation- 
ship between this diathesis and intervertebral disc dis- 
ruptions is apparent from this study. 


Conclusions 


1. The basic concept of the fibro elastic diathesis 
has been presented and its role in low back problems 
discussed. 

2. A review was made of a series of 225 patients in 
whom the fibro elastic diathesis produced low back- 
ache. Pertinent clinical features were emphasized. 
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Persons Over Forty Need Glaucoma Examinations 


Examination for glaucoma, which may lead to 
blindness, should be an “indispensable” part of all 
physical examinations of persons over forty years, 
report five Memphis doctors. 


Persons with chronic diseases, such as hardening 
of the arteries, high blood pressure or arthritis, espe- 
cially should be examined for the disease, the doc- 
tors said. (Journal of the American Medical Associa- 
tion, October 24, 1959). 

A simple test, tonometry, can show the presence 
of glaucoma. 

The doctors reported a study of 13,155 persons in 
hospital and nonhospital groups during a two-year 
period. Tonometer testing revealed 271 cases of sub- 
clinical glaucoma not under treatment. During the 
same period 62 persons who visited the ophthalmol- 
ogy clinic at the teaching hospital of the University 
of Tennessee College of Medicine were found to have 
the disease. 


The highest rate of glaucoma was found in resi- 
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dents of a home for the aged, where 6.4 per cent of 
those examined had the disease. The next highest 
rate (3.4 per cent) was in Negro women visiting out- 
patient clinics and in Negro men engaged in occupa- 
tions involving considerable manual labor (3.1 per 
cent). 

The lowest rate was in white women who engaged 
in occupations requiring “discriminatory visual activ- 
ity,’ such as teaching or department store clerking, 
the doctors said. Their low rate may result from the 
fact that they have frequent eye examinations and 
glaucoma is discovered early. 

In general, the study produced three conclusions: 
glaucoma occurs more frequently as age increases; 
it occurs more frequently in Negroes than in white 
persons, and there seems to be an association between 
the disease and other chronic diseases, such as arth- 
ritis or high blood pressure. 

The authors are Drs. Henry Packer, Alice R. 
Deutsch, Philip M. Lewis, Claude D. Oglesby, and 
A. C. Cheij. 








The Physician Walks among Many Religions 


Pernaps many of you saw the telecast last year 
which reported the meeting of the African Witch 
Doctor’s Association. Here on the screen one could 
see this assembly of men, some attired in Western 
dress, but more of them in the native costumes of that 
region. One could see them going through some of 
their rituals, with incantations, masks, and drums. 

One feature of their meeting was an address by a 
physician, a member of the African Medical So- 
ciety, who endeavored to tell them that medical sci- 
ence offered means of healing of which they were 
quite unaware. Disease-causing bacteria were discussed, 
and basic sanitation. One could imagine, however, as 
the meeting broke up, that even as native costumes 
outnumbered Western dress, native ideas still pre- 
vailed over modern medical science. 

These witch doctors are looked upon by the natives 
not just as healers, but as priests of their religion. 
This idea of a priest-doctor certainly is not new. In 
ancient Egypt a physician of no mean accomplish- 
ment, Imhotep, was placed in a similar situation. His 
success as a physician so endeared him to the people 
that eventually he was elevated to the local Pan- 
theon, and was worshipped along with the other gods. 

When Dr. Albert Schweitzer arrived in Africa in 
1913, he found that some of these witch doctors had 
been “practicing” in the area for a long time. They 
had established in the minds of their followers cer- 
tain patterns of behavior, which one of Dr. Schweit- 
zer’s interpreters tried to impress upon him. He was 
told that he should not accept any patients whose 
prognosis obviously was hopeless—the witch doctors 
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didn’t, why should he? Then, when the patient died, 
one would lose prestige. This advice Schweitzer was 
not able to accept. Motivated as he was by the ethic 
of reverence for life, he felt constrained to do his 
best to help all of life, regardless of prognosis. 

It was possible for Dr. Schweitzer to take the 
advice of his interpreter in other matters, especially 
regarding death. He was told that the African na- 
tives did not look on death with fear, but that it was 
accepted as being something quite natural. As a 
corollary, the patient and family should always be 
informed with complete candor when death seemed 
to be coming closer. If this was not done, and death 
came suddenly and without forewarning, then the 
physician — whether Schweitzer or witch doctor— 
would be accused of not having diagnosed the dis- 
ease properly. 

As Schweitzer’s following among the natives in- 
creased, he tried, in a land where money is scarce, 
and trade and barter more common, to establish the 
custom of the patient and family making some gift 
to the hospital. The idea gradually caught on, especi- 
ally among the more cultured Africans, and a pa- 
tient’s family would bring bananas, rice, or fish in 
payment for services rendered. However, Schweitzer 
found that the real savages among them had a kind of 
inverted sense of a gift—since the doctor was now 
their friend, he should give them a gift in token of 
his friendship! 

I would heartily recommend for your lighter read- 
ing this volume of autobiography of Albert Schweit- 
zer, entitled, “Out of My Life and Thought.” It 
contains many fascinating things, both philosophical 
and anecdotal. 

Turning now to India, we find medicine and re- 
ligion coming to grips in the person of my good 
friend, Dr. Walter Bond, whom I knew as a mis- 
sionary in Puerto Rico. Soon after arriving in India, 
Dr. Bond wrote of the problem of an Indian woman, 
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wider latitude in adjusting dosage 


ARISTOGESIC is particularly effective for relief of chronic — 
but less severe — pain of rheumatic origin. ARISTOGESIC com- 
bines the anti-inflammatory effects of ARISTOCORT® Triam- 
cinolone with the analgesic action of salicylamide, a highly 
potent salicylate. Dosage requirements for ARISTOGESIC are 
substantially lower than generally required for each agent 
alone. The exceptionally wide latitude of dosage adjustment 
with ARISTOGESIC permits well-tolerated therapy for long 
periods of time with fewer side effects. 

Indications: Mild cases of rheumatoid arthritis, tenosynovitis, syno- 


vitis, bursitis, mild spondylitis, myositis, fibrositis, neuritis, and cer- 
tain muscular strains. 


Dosage: Average initial dosage: 2 capsules 3 or 4 times daily. Main- 
tenance dosage to be adjusted according to response. 


Precautions: All precautions and contraindications traditional to 
corticosteroid therapy should be observed. The amount of drug used 
should be carefully adjusted to the lowest dosage which will suppress 
symptoms. Discontinuance of therapy must be carried out gradually 
after patients have been on steroids for prolonged periods. 


Each ARISTOGESIC Capsule contains: 
ARISTOCORT® Triamcinolone 
Salicylamide 
Dried Aluminum Hydroxide Gel ... 
Ascorbic Acid 


Supply: Bottles of 100 and 1,000. 
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Tetracycline Phosphate Complex (TETREX®) 


PAT. NO. 2,791,609 


in the Therapy of PNEUMONIA 


Preferably, antibiotic therapy should be based 
on pretreatment culture of the offending patho- 
gen, but in bacterial pneumonia the problem may 
well be too pressing to permit the required delay 
of 24 to 48 hours. A differential diagnosis among 
bacterial pneumonias, based on such clinical 
grounds as speed of onset, sepsis and pain may 
guide the choice of antibiotic for initiation of 
therapy. 

Should clinical judgment dictate that antibi- 
otic therapy be started immediately, at the same 
time a sputum sample or a subglottic swab can be 
sent to the laboratory for culture and sensitivity 
studies. If the response to the first antimicrobial 
agent proves unsatisfactory, a reasonable basis 
for changing therapy will then be at hand. 


Choosing the Antibiotic 


Since therapy must be started at once for bac- 
terial pneumonia, it is advisable to choose a 
broad-spectrum antibiotic that quickly produces 
high levels of active agent (e.g., tetracycline 
phosphate complex, TETREX). Such an antibiotic 
probably has the best chance of controlling the 
pathogen, whether it be gram-negative or gram- 
positive. And if the laboratory report shows that 
the invading organism is much less sensitive to 
tetracycline than to other agents, the patient can 
then be changed to an appropriate antibiotic. If 
the difference in sensitivity is slight, then the 
possibility of side effects, sensitization, and tox- 
icity should be evaluated before changing therapy 
to another antibiotic. 

The greatest number of bacterial pneumonias 
are caused by pneumococci, which respond very 
well to penicillin, tetracycline, and chloram- 
phenicol. Also, these antibiotics are usually 
effective against the other gram-positive coccal 
pneumonias. But penicillin is ineffective against 
the viral pneumonias and the gram-negative 
Hemophilus influenzae and Klebsiella pneu- 
moniae. Although K. pneumoniae causes only 
about 1 to 2 per cent of pneumonia cases on the 
average,! these are apt to be acute and fulmi- 
nating (Friedlander’s pneumonia), with a high 
mortality rate if not effectively treated. Since 
pneumococcal pneumonia may be difficult to 
distinguish clinically from Friedlander’s, except 
by gram-stained sputum smear, it may be wiser 
to start treatment with an agent also effective 
against Klebsiella. 

Penicillin, however, in addition to having a 
limited spectrum, also causes many minor and 
some serious sensitivity reactions. In a recent 
survey? it was found that penicillin produced 


severe skin reaction. But most important was the 
observation that anaphylactic shock, with a 
fatality rate of about 9 per cent, was the most 
frequent serious reaction. Such severe reactions 
are almost always associated with parenteral 
administration. 

Tetracycline is also clinically effective in pri- 
mary atypical pneumonia.* 

The tetracyclines (e.g., TETREX) have the 
advantage of a broad range of antimicrobial 
activity and low toxicity. And in addition, the 
physician does not have to trouble himself or his 
patients with repeated blood studies when he 
prescribes TETREX. Minor reactions such as gas- 
tric upsets or mild skin rashes occur occasionally. 
The most serious side effects are staphylococcal 
and monilial overgrowth, but these are rare and 
can be adequately controlled. 

No one would deny that appropriate antibiotic 
therapy has greatly reduced morbidity and saved 
many lives of patients with bacterial pneumonia. 
Nevertheless, general supportive measures in the 
care of patients remain important even today. 
Especially in the desperately ill patient, antibi- 
otics are not considered as substitutes for the 
individual evaluation, clinical observation and 
judgment of the physician. 





Some Micro-organisms Susceptible* to 
Tetracycline (TETREX)” 


Streptococcus; Staphylococcus; Pneumocoe- 
cus; Gonococcus; Meningococcus; C. diph- 
theriae; B. anthracis; E. coli; Proteus; A. 
aerogenes; Ps. aeruginosa; K. pneumoniae; 
Shigella; Brucella; P. tularensis; H. influ- 
enzae; T. pallidum; Rickettsiae; Viruses of 
psittacosis and ornithosis, lymphogranuloma 
inguinale, primary atypical pneumonia; E. 
histolytica; D. granulomatosis. 


a Some strains are not susceptible. 

b Table adapted from Goodman, L. S., and Gilman, A.: 
The Pharmaceutical Basis of Therapeutics. 2nd edition, 
New York, The Macmillan Co., 1956, pp. 1322-1323. 
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PHYSICIAN WALKS AMONG MANY RELIGIONS—FOX 


run-down and emaciated, suffering from a multitude 
of diseases which could only be diagnosed and treat- 
ed in the hospital. But this woman had no one she 
could bring with her to prepare her food according 
to the dictates of her religion for local custom de- 
crees that each patient bring with him his own cook. 
The food from the central food service was prepared 
hygienically, according to Western standards, but was 
not ceremonially clean according to her religious 
standards. She therefore refused to be admitted to 
the hospital. So here we have a paradox: a hospital 
motivated by religion in the best Judeo-Christian tra- 
dition not able to carry out a healing ministry be- 
cause of the religious scruples of the would-be pa- 
tient. 

During the time that I was in Puerto Rico as a 
missionary doctor | saw many similar examples. 
Often we would get a patient, who was in an ad- 
vanced stage of a gastro-enteritis, or some malignancy, 
carried down from the hills in a hammock slung un- 
der a heavy bamboo trunk carried on the shoulders 
of two barefooted men. We always inquired why the 
family had delayed so long before bringing the pa- 
tient in. Often we got the answer that the patient 
had first been taken to an “Espiritista,” a faith healer 
off in the hills who had tried the various strategems 
of his art for many weeks. Thus valuable time was 
lost since the patients almost invariably deteriorated 
under this neglect. However, in all candor, we must 
admit that whatever successes these “Espiritistas” had, 
found no need to come into our hospital! 

Incidentally, I would not hesitate to recommend 
to any of you that you devote a period of your life 
to work in a mission hospital. The three years that 
I spent at Ryder Memorial Hospital in Puerto Rico 
were a source of many enriching experiences. 

At one time while I was in Puerto Rico, the island 
was visited by an evangelist-healer from the States. 
Although his English had to be translated sentence- 
by-sentence for his Spanish-speaking audience, he 
drew great crowds and was acclaimed in the local 
newspapers as something of a miracle-worker. The 
deaf would seem to hear, and the lame discard their 
crutches. We do not have medical authentication for 
his so-called cures, and there was much muttering 
among the people about phantom illnesses and pub- 
licity-seekers. Yet in the wake of his visit there, 
several “splinter” churches were organized which 
carried on whatever it was that he was doing. 

In recent months we have heard more and more 
about Lourdes, France, and the miracles of healing 
said to occur there. Alexis Carrel, writing in 1935 


Fesruary, 1960 


in his book “Man, the Unknown,” devoted consid- 
erable space to an admiring discussion of these cures. 
There even has been a Medical Association set up 
there to record and authenticate these occurrences. 
The lay press has often acclaimed the cures reported 
there, but these more sober and critical observers list 
about forty cures that they cannot explain except as 
miracles. 

Many of you probably read the dramatic story 
in the August 1953 Reader's Digest which described 
how Bob Stout, of Locust, New Jersey, was involved 
in a train wreck which resulted in his being in coma 
for several days. He was going steadily downhill 
when an exploratory trephine was proposed as an 
emergency measure on Sunday morning. As this was 
going on, the minister of the local Methodist Church 
where Bob was a member paused during the morning 
worship service for a special prayer for the healing 
of the comatose man. At the close of the service he 
got an excited phone call from the wife of the in- 
jured man saying that he had suddenly responded to 
stimuli and opened his eyes for the first time in 
five days. The time of his improvement coincided 
exactly with the time of the special prayers on his 
behalf. 

One of the co-authors of this article, Mr. Edward 
S. Zelley, Jr., later wrote in the Christian Century 
about the public reaction stirred up by the earlier 
Reader’s Digest article. It seems that many church 
people felt that their own local ministers had been 


letting them down by not employing so potent a 
healing force as prayer. The writer of the article 
concluded that all of the major denominations were 
falling short of the goal set by Jesus when he advised 
his followers not only to preach the word, but to heal 
the sick. 


What are we going to think about these so-called 
“miracle-cures?” Granted that there are a number 
of quacks, cranks, and publicity-seekers who become 
involved in cures of this type for ulterior motives, 
yet, we must recognize that our limited knowledge 
of human physiology does not seem able to explain 
all such cases. Perhaps later discoveries in this field 
will make clear things which now are hidden. If faith 
in God can be a potent means of healing, the careful 
physician will pay due attention. 

However, we do not all need to go to the extremity 
of our Christian Scientist brethren who maintain that 
“Sin, sickness and death are unreal.” We do not 
often have contact in our practice with those who 
espouse this faith, but my esteemed colleague, Dr. 
C. Howard Ross, relates how a patient of his once 
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suffered a crushing chest injury and was rushed to 
St. Joseph Mercy Hospital. Here the depressed 
sternum was forced back into its normal place, al- 
lowing the mediastinal structures to resume their nor- 
mal function. But then in addition to the standard 
and accepted supportive therapy, the patient asked 
for and received permission to have her Christian 
Science worker visit her each day. She continued to 
make good progress. When the happy day of dis- 
charge arrived, the attending physician and the sister 
on the floor and the Christian Science worker shared 
tea with the patient and rejoiced in her good recovery. 
When the attending physician, in an expansive mood, 
attributed the cure to the Christian Science worker, 
she turned to Dr. Ross and said, “You lie so beau- 
tifully!” 

Whatever our feelings about Christian Science, we 
must give them credit for their good intentions in 
trying to reform Christianity and for drawing atten- 
tion to Christian healing. 

Many of us have seen the silent agents of the 
Jehovah’s Witnesses sect standing on streetcorners, 
offering copies of their magazine, “Watchtower.” 
Among the points with which they take issue with 
society are war, the schools, the pledge of allegiance, 
and also a lesser known one, blood transfusion. These 
people believe that at the second coming of Christ, 
when there is resurrection of the body, it will be very 
difficult for a person to be resurrected whose blood- 
stream has been contaminated by the blood of an- 
other person. Perhaps the Resurrecting Power would 
be unable to tell them apart. At any rate, a recent 
patient of this faith had a carcinoma of the thyroid. 
Her low hemoglobin did not permit surgery, and her 
faith did not permit transfusion. So she carried her 
carcinomatous thyroid to the grave with her. 

Regarding death itself, the Reverend Das Kelly 
Barnett had some interesting observations in his valu- 
able paper in the September, 1956 issue of G.P. The 
Christian physician, says Barnett, need not try to shield 
his patient from the pangs of death, for Jesus has 
already done that for him. Barnett further says that 
Jesus not only healed the blind and deaf and lame, 
but unique among other healers, sought to close the 
breach which separated men from men, and men 
from God. 

The relations between religion and medicine have 
had a rather chequered history. The doctor-priest of 
Egypt, Imhotep, has already been mentioned. Jumping 
to the third century A.D., we find that the world’s 
first charity hospital was started by Fabiola, a dea- 
coness of the Church. Turning to the last century, 
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we are aware of the heated controversy which raged 
between some church bodies and the scientific teach- 
ings of evolution. Yet, in our day, we have come to 
see official church pronouncements not only recognize 
the teachings of science, but respect new discoveries 
as further revelation of the work of God. 

Medicine and religion in our day enjoy closer re- 
lationships. About eleven per cent of the physicians 
graduated each year from American medical schools 
come from church-related medical schools. One 
thousand hospitals in this country are operated by 
church agencies. My good Methodist friend, Dr. 
Merrill Abbey, tells me that the Methodist Church 
alone operates seventy-two hospitals, with a bed 
capacity of over 18,000, and also runs fifty-two 
schools of nursing. 


Many voices of our day are raised in favor of 
closer working relationships between medicine and 
religion. In 1958, Dr. Dana L. Farnsworth, Di- 
rector of the Health Service at Harvard University, 
stated that many emotional disturbances in college 
students could be traced to the unguarded, derisive 
comments about faith, and religion by some of the 
faculty people. About one in ten college students 
become seriously enough disturbed mentally to re- 
quire professional help, Dr. Farnsworth claims. Not 
that one’s religious outlook should not be stretched 
by the college experience, but that needless flippancy 
and lack of respect serve no creative educational pur- 
pose and contribute to emotional upsets. 

In 1925, Anton Boisen initiated a program of clin- 
ical training of theology students at Worchester State 
Hospital in Massachusetts. Since then the plan has 
spread widely, with the result that recently-graduated 
ministers need no longer preach about pain and death 
with only an academic acquaintance. Such clinical 
training has also involved instruction in counselling 
techniques. Such techniques have been very valuable 
to ministers seeking to aid our neurotic society. How- 
ever, this presumes a certain amount of emotional 
soundness on the part of the minister. The Reverend 
Frank Nestler of Charleston, Illinois, tells the story 
of the minister who had been working very hard at 
the various projects around his church. His zeal in 
“pushing” the several programs of his church had 
caused him to lose much sleep, and there was some 
question about how well he was bearing up under 
the strain. Suspicion of a mental breakdown was 
further enhanced when he started to disappear late 
every afternoon at about the same time. He would 
leave his office, say nothing to anyone, and then drop 
completely out of sight. The District Superintendent 


JMSMS 





PHYSICIAN WALKS AMONG MANY RELIGIONS—FOX 


became so concerned that he came to the town to 
investigate, and as the minister left the office one 
afternoon, the District Superintendent trailed him at 
a distance. At the edge of town, on a bluff overlook- 
ing the river and the railroad tracks, the trail came 
to an end. As the minister sat in quiet contemplation, 
the District Superintendent concluded that this was 
not such a crazy action after all, so he approached 
the minister and told him about his concern for the 
minister's mental health. So the minister promptly 
set him straight, and said that his apparent search 
for contemplation really had a different motive. “1 
know,” he said, “that if I come down here at 5:05 
every day I can see the Limited come by out of 
Chicago, and I just have to see something move that 
I don’t have to push!" 

The Roman Catholic code of medical ethics is based 
on various papal pronouncements, and voices clear 
opposition to such things as abortion, artificial insem 
ination, and contraception, although some recognition 
is given to the rhythm method. Euthanasia also is 
opposed, not only by Roman Catholics, but by many 
Protestant church bodies as well, and several Hebrew 
congregations. 

The Roman Catholic Church has made a very not- 
able contribution in the care of the sick in that, be- 
cause of their particular application of the Judeo- 
Christian teachings, they have placed a tremendously 
high valuation on each individual person. Looking 
around us, we find a high proportion of homes and 
institutions for the medical: outcasts, and incurable, 
or scarcely curable operated by agencies of the Roman 
Catholic Church. Their special motivation makes this 
possible. 


Most Protestant dénominations do not oppose con- 


traception, many of’ them feeling that an argument 


t 


could be made for quality, in preference to sheer 
quantity. Many of them do not oppose therapeutic 
abortion, although they would not be pleased to see 
abortion reach the prevalence it has in Japan where 
about half of pregnancies are thus terminated. Sheer 
multiparity is given more weight in supporting steril- 
ization in the view of many protestant denominations. 

Regarding the position of a protestant physician 
practicing in a Catholic hospital, | must say that I 
had some uneasy moments before | came to Ann 
Arbor, chiefly because I knew very little about Catho- 
lic hospitals. I am happy to say that in the period of 
over three years that I have been here, I have found 
very little to differ with, and many things which are 
praiseworthy. The warmth of human kindness and 
concern is scarcely found in other hospitals. 

Looking to the future, | feel that both medicine 
and religion will undergo fewer areas of conflict, and 
increasingly greater areas not only of agreement, but 
mutual help. 
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Research Grants 


Forty-one grants-in-aid were made in 1959 to independ- 
ent research scientists by the Tobacco Industry Research 
Committee. Another $500,000 was added to the TIRC’s 
research funds, bringing the total to date to $3,700,000 
The TIRC was established in 1954 to support research by 
independent investigators into questions of tobacco use and 
health. 

Grants last year were awarded to twenty-two scientists 
undertaking new research projects approved by the Scien- 
tific Advisory Board to the TIRC. 
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in Tobacco 


Those from Michigan receiving grants were 


Edward F. Domino, M.D., Assistant Professor of Phar- 
macology, University of Michigan, Ann Arbor, Michigan. 
‘Effects of Tobacco Smoke and Nicotine on the Central 


Nervous System.” 


James G. Miller, M.D., Pb.D., Professor of Psychiatry and 
Psychology, and Director, Mental Health Research Institute, 
University of Michigan, Ann Arbor, Michigan. “The Be- 


havorial Effects of Smoking Under Stress.” 








The Place of Trichlorethylene in Modern Anesthesia 


Tue USE OF trichlorethylene as an anesthetic in 
man, was originally an American discovery,’ but 
despite the fact that the drug has gained a measure 
of popularity in this country as an analgesic in ob- 
stetrics and dentistry, it has not achieved as wide a 
popularity as a general anesthetic as it has in the 
British Isles. 

The opinion of many American authorities is sum- 
marized by Goodman & Gilman (1955),? who write, 
“Inasmuch as the few advantages do not outweigh 
the many disadvantages incident to its use trichlor- 
ethylene cannot be recommended as a general an- 
esthetic.” We, in the Department of Anesthesiology, 
disagree with this statement both in the light of the 
published work and from practical experience with 
the drug. It is the purpose of this paper to commend 
the nitrous-oxide-oxygen-trichlorethylene combination 
as a satisfactory non-explosive anesthetic for certain 
types of surgery. It is not proposed to deal with the 
use of tricholrethylene-air analgesia in detail as this 
technique is sufficiently well recognized. 


History 


Trichlorethylene was first synthesized by the Ger- 
man chemist, Fischer,’ in 1864, and first used as an 
inhalation anesthetic by Lehman,* who anesthetized 
eight cats with the drug in 1911. 

Surprisingly trichlorethylene was introduced into 
human medicine by Oppenheim in 1915° as a spe- 
cific treatment for trigeminal neuralgia. This followed 
reports that workers in German heavy industry in 
World War I, who used trichlorethylene as a degreas- 
ing agent, were liable to develop anesthesia in the dis- 
tribution of the trigeminal nerve.*® 

In 1934, Professor Jackson’ of the University of 
Cincinnati described the use of the drug as an anal- 
gesic in dogs and in 1935 Stricker, Jackson, and 
others? reported 306 cases of the use of trichlor- 
ethylene-air as a general anesthetic in man for minor 
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surgical procedures, chiefly dental extractions and 
cautery of venereal warts. 

Despite the cautious enthusiasum of Jackson and 
Stricker, the Council on Pharmacy and Chemistry of 
the American Medical Association® were discouraging 
in their preliminary report on the new agent which 
was published in the following year. This report 
probably deterred other workers from making further 
trials with the drug. 

In 1940, however, C. Langton Hewer, of London, 
began a clinical trial which led to the establishment 
of trichlorethylene as a useful anesthetic agent. His 
attention had been drawn to the drug by C. F. Had- 
field, Secretary of the Joint Anesthetic Committee of 
the Medical Research Council and the Royal Society 
of Medicine who, in turn, had received the suggestion 
from a chemist named Chalmers. The suggestion ap- 
pealed to Hadfield because his committee was, at that 
time, seeking a safe non-inflammable agent for use 
in military medicine as a substitute for chloroform. 

From the start, it was clear that the low volatility 
of Trichlorethylene (B.P. 89° C.) precluded its use 
on an open mask except for analgesia, and it was 
natural that the agent should find its way into the 
chloroform bottle of the British Boyle’s machine. Thus 
the nitrous oxide-oxygen-trichlorethylene combination 
began. 

After anesthetizing the first 127 cases,® mostly 
soldiers from Dunkirk and air-raid casualties from the 
early raids on London, Hewer concluded that nitrous- 
oxide, oxygen, trichlorethylene was a safe, smooth 
anesthetic effective in low concentrations and giving 
excellent analgesia but poor relaxation. 

From this time, despite some reverses, notably at 
the time of the soda-lime controversy described be- 
low, trichlorethylene steadily gained popularity with 
British anesthetists. Much research has been done on 
various aspects of the agent and this was admirably 
summarized in Oslere’s Monograph in 1953.*° 


Stability 


In the USA, trichlorethylene, U.S.P., is supplied 
as Trilene® (made by Ayerst Laboratories by arrange- 
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ment with Imperial Chemicals Ltd.) and as Trimar® 
(by Ohio Chemical & Surgical Equipment Co.). Tri- 
lene has thymol 1/1000 added as a preservative and 
Trimar contains small quantities of ammonium car- 
bonate for a similar purpose. Trichlorethylene is a 
colorless liquid when pure, it is dyed with a small 
quantity of waxoline blue when used as an anesthetic 
to distinguish it from chloroform. Both of the above 
preparations are stable under ordinary operating con- 
ditions when stored in amber bottles. Under all nor- 
mal clinical conditions trichlorethylene is non-inflam- 
mable.’® 
Reaction with Soda Lime 

In 1943, when trichlorethylene was becoming firmly 
established as an anesthetic, twenty-five cranial nerve 
palsies were reported occurring after the use of the 
drug. 

The trichlorethylene used in the first three of these 
cases was found to have been contaminated with gaso- 
line and this was accepted as the cause of the pal- 
sies.7? 

Morton’? pointed out that the other nineteen**:’* 
cases all occurred after trichlorethylene had been used 
in a closed circuit with soda lime. He stressed that 
trichlorethylene was decomposed by strong alkalis 
(a fact discovered by Lehman in 1911),* and sug- 
gested that these palsies, like those described in in- 
dustrial poisoning, were due to impurities. 

Research revealed that the following reactions oc- 
curred :*° 

CHCl CCl 
NaOH eae 


4 
—-—>» CCl ( rbed by NaOH) 
Dichloracetylene 


li +t Or coc: + CO 
Phosgene 

Dichloracetylene and phosgene were thus incrimin- 
ated as the toxic agents. Firth and Stukey™® have 
shown that the amount of dichloracetylene produced 
at room temperature is small but there is a steep rise 
in the rate of decomposition above 60° C. Wartime 
sodalime, which was employed at the time of the 
initial reports of the palsies, frequently heated above 
60° C; modern Hyphenate soda-lime rarely heats 
above 40° C. 

The use of trichlorethylene in a closed circuit with 
soda-lime was abandoned after the dangers were 
appreciated and no further palsies have been reported. 


CChk 
Trichlorethylene 


Metabolism of the Drug 


Barrett and Johnston,’*:!* and Powell*® have studied 
the metabolism of the drug. 
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The anesthetic concentration of the drug in blood 
is 6.5 mgm. to 12.5 mgm. per 100 cc but this falls 
rapidly to less than 1 mgm. per 100 cc within three 
hours. 

Ninety-two per cent to 95 per cent of the vapour 
is excreted unchanged by the lungs the remainder is 
metabolized, presumably in the liver, and excreted 
as inert trichloracetic acid in the urine during the 
next ten days. 


Trichlorethylene and the Liver 


The occurrence of liver damage after poisoning with 
impure industrial trichlorethylene led to the fear that 
this might occur after anesthesia. This has not been 
found to be the case in practice. Five cases of liver 
damage were reported in the early literature. Two 
of these occurred after the use of the drug in a closed 
circuit,’ one in a pre-eclamptic patient,?° one in a 
case of severe burns,?* and one after only a few 
breaths of trichlorethylene on an open mask.** In 
none of these cases is it likely that trichlorethylene 
was the cause of the trouble.'° 

Armstrong** using the Cephalin-Cholesterol floccu- 
lation test has shown that the alterations in liver- 
function which occur after trichlorethylene are less 
than after ether, much less than after chloroform, and 
that these alterations are transient. 

Hepatic damage has been produced in animals after 
intravenous** and subcutaneous” injection and after 
exposure to the vapour for eight hours a day for 
three weeks.** Orth and Gillespie conclude that, un- 
der clinical conditions, liver damage is unlikely to oc- 
cur." 


Cardiac Effects 


The effects of trichlorethylene on the heart have in 
the past given rise to much misgiving. There are two 
groups of arrythmias.** Vagal arrythmias occur un- 
der all types of light anesthesia but are more fre- 
quent with trichlorethylene than with most other 
agents. These vagal arrythmias include auricular extra 
systoles, tachycardia, bradycardia and, occasionally, 
heart block. They usually occur early and disappear 
as anesthesia progresses. They are not dangerous but 
must be carefully monitored. 

Multifocal ventricular extra systoles occur in deep 
anesthesia. This is a sign of overdose and the con- 
centration of the trichlorethylene should be reduced. 
Multifocal ventricular extra systoles occur also under 
cyclopropane and chloroform. In their classical papers, 
Levy and Lewis show that in the case of chloroform 
multifocal ventricular extra systoles are evidence of 


271 








MODERN ANESTHESIA—BOULTON AND SWEET 


impending ventricular fibrillation.?**° Experience has 
shown that their import in trichlorethylene anesthesia 
is not as grave but they should be taken seriously. 

Norris and Stuart** recently reviewed the cases of 
cardiac arrest reported to have occurred under tri- 
chlorethylene analgesia and anesthesia. In all, thirty- 
four cases are mentioned, nine of which are not de- 
scribed in full detail. In three cases, cardiac massage 
was not required and as no electro cardiogram was 
being taken at the time, there is doubt as to 
whether cardiac arrest actually occurred inasmuch as 
the heart started to beat spontaneously after very 
short intervals. After careful review of the facts, 
the present authors are of the opinion that eleven of 
the remaining cases were probably due to causes other 
than trichlorethylene. 

There are, therefore, eleven fully documented cases 
in which unexplained primary cardiac failures oc- 
curred during trichlorethylene anesthesia. When it is 
considered that this is a review of the world literature 
since the re-introduction of the drug sixteen years 
ago, it would seem obvious that risk of cardiac arrest 
under trichlorethylene is no greater than the risk 
under any other agent in use today. It is certainly 
far less than under chloroform anesthesia*? with which 
trichlorethylene anesthesia is often erroneously com- 
pared. 

One death occurred after the infiltration of 
1/250,000 adrenalin. No deaths have been recorded 
after the use of dilution of adrenalin of 1/500,000.%? 

In a recent letter, Ballantine®** draws attention to 
the fact thar few of these cases of primary cardiac 
arrest occurred after induction of anesthesia with a 
short acting barbiturate and suggests that such an in- 
duction may protect against untoward cardiac effects. 


Administration 


The most satisfactory apparatus for the adminis- 
tration of trichlorethylene is the single limb non- 
rebreathing attachment known as the Magill attach- 
ment or, more recently, as the Mapleston A circuit.** 

We use the Standard Heidbrink ether vaporizer 
fixed to the inspiratory limb of the Heidbrink ma- 
chine. In order to eliminate CO, from the system, 
the flow of gases must at least equal the patient’s 
minute volume.** We usually employ a flow of 2 to 
4 liters of oxygen and six to eight liters of nitrous 
oxide. 

Using the Heidbrink ether bottle and wick, the max- 
imum concentration of trichlorethylene vapour per- 
missable for use during induction is obtained with the 
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lever at graduation 5. This corresponds to about 2.5 
per cent. The maintenance concentration required 
varies from the 0 to 2 graduation. 


Signs 


In his original paper, Jackson’ states, “a small 
amount goes: a long way” and this is the basic con- 
sideration in the administration of the drug. 

There is no advantage in pressing trichlorethylene 
anesthesia beyond plane one to two of the third 
stage of surgical anesthesia, as, however much it is 
pressed, relaxation is minimal. If trichlorethylene is 
given skillfully in minimal quantities, recovery is 
rapid; if an overdose is given, the tissues of the pa- 
tient become saturated, and he may sleep for many 
hours. 

Respiration provides a most useful guide when 
maintaining the patient in light anesthesia. Once 
anesthesia is well established the concentration of 
vapour is reduced step by step. Depth of respiration 
increases as anesthesia lightens and, ultimately, the 
patient may hold his breath. When these signs indi- 
cate that the patient is getting light, the concentration 
is again increased, and this may be done rapidly as 
the drug is not highly irritating, and the process of 
“titration” repeated. It will be found that, as anes- 
thesia progresses, it will often be possible to shut the 
trichlorethylene off altogether for quite long periods. 

Tachypnoea occurs under trichlorethylene anesthesia. 
It is not necessarily a sign of depth. Certain sensitive 
individuals, particularly the young and the aged, may 
show tachypnoea after a few breaths of trichlorethy- 
lene. The most satisfactory explanation is that of 
Whitteridge and Bulbring.**** In their opinion, tri- 
chlorethylene sensitizes the inflation and deflation re- 
ceptors in the lungs thus causing the impulses from 
them to fire off expiration and inspiration earlier and 
more rapidly than normally. A small dose of demerol 
(10 to 20 mg) inhibits the respiratory center suf- 
ficiently to restore the status quo. 


Safety 


Published series®:3?:37/38,39.40 collected in Table I 


bear impressive testimony to the safety of trichlor- 


ethylene. No further comment is required. 


Use in the University of Michigan Hospital 


The use of trichlorethylene-nitrous oxide at this 
hospital was revived in July, 1956. In the twenty-four 
months following, 1,574 patients have been anesthe- 
tized with the drug. There have been no deaths in 
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the operating room, no postoperative deaths attrib- 
utable to the drug, and no known cases of liver 
damage. 
TABLE I. SAFETY OF NITROUS OXIDE, 
TRICHLORETHYLENE 


Published Series 





Deaths Liver 
| Attributable Damage 
To Drug 


| 
| Number 
of Cases 


Hewer and Hadfield (1941) | 127 | Nil Nil 
Elam 1942 1,000 | 
Enderby 1944 2,000 | 
St. Bartholomews (Hewer) | | 
a. (St. Albans) 1940-48 40,000 | Nil Nil 
b. (London) 1946-55 29,000 2 


Nil Nil 
Nil Nil 


Nil 

Table II is a summary of the cases. The general 
surgery cases include breasts, thyroids, plastic pro- 
cedures, hernias, et cetera, but few abdominal cases. 
In the lower abdomen, satisfactory anesthesia can be 
given with the addition of minimal quantities of re- 
laxant drugs and, when necessary, assisted respiration, 
but despite a recent article, the authors believe that 
abdominal work is better and more easily facilitated 
either by other inhalation agents (ether), or by other 
relaxant techniques (nitrous-oxide, oxygen, carare) 
which enable controlled respiration to be performed 
in the presence of soda lime. For similar reasons, 


the drug is not satisfactory for thoracotomies. Like 
TABLE II. UNIVERSITY OF MICHIGAN HOSPITAL 
N20-02—TRICHLORETHYLENE 

JULY, 1956 To suLYy, 1958 





General surgery and urology 
Craniotomies et cetera 
Other neurosurgery 
Orthopedic 

Otology 

Others 


Total 


Deaths due to anesthesia 


others*® we have found that trichlorethylene offers tre- 
mendous advantages in neurosurgical procedures. The 
patient is always breathing spontaneously and, there- 
fore, any respiratory abnormality due to surgical 
manipulation can be immediately detected and report- 
ed to the surgeon. The agent is non-explosive and the 
cautery may be used. Lastly recovery is rapid and 
this factor is much appreciated by the neurosurgeons 
especially after operations for tic dolerecux and after 
cordotomies. 
Conclusion 


There can be no better ending to this paper than 
to quote the words of Hewer spoken at the conclu- 
sion of his 1943 lecture to the Anesthetic Section of 
the Royal Society of Medicine: 
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“From the large number of administrations made 
I think we are justified in saying that, within its 
known limitations, trichlorethylene is a useful agent 
in the production of anesthesia and analgesia.” 
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Surgical Management of Defects of the Scalp 


Tue SCALP, like the palms of the hands and 
soles of the feet, is a highly specialized anatomical 
structure. It is in an exposed and vulnerable position 
which predisposes it to many types of trauma. The 
scalp is also subject to infection, to neoplasia and 
The principles and techniques 
of obtaining a closed scalp wound were unknown 
as recently as the first World War and many pa- 
tients with scalp lesions suffered from prolonged 
morbidity or did not survive. During World War 1, 
Harvey Cushing’ pointed out the necessity for ade- 


congenital defects. 


quate closure of scalp defects to avoid infection and 
other complications. Since that time certain principles 
governing the treatment of surgical lesions of the 
scalp have become well established. 


Etiologic Factors 


During the early part of the present century, trau- 
matic scalp lesions increased in direct proportion to 
advances in mechanical and technological knowledge. 
During the past two decades, the use of protective 
devices on machines and a program of accident preven- 
tion has decreased the incidence considerably. Total 
avulsion of the scalp by entanglement of a woman’s 
hair in rotary machinery still accounts for many 
scalp injuries.?**»*?° Increasing numbers of scalp de- 
fects are seen as a result of automobile accidents.?** 
During periods of active warfare, many occur as a 
result of missiles of various types. Many of these 
injuries are associated with intracranial damage which 
is of concern to the neurosurgeon. Burns of the scalp 
account for many defects. Burns may be electrical,?»*® 
thermol,?"* chemical,? or the result of irradiation.” 
Bites by dogs and horses and clawing by bears, 
wildcats and other nondomesticated animals has re- 
sulted in severe scalp avulsions and injuries.** 

Uncontrolled sepsis such as hidradenitis suppura- 
tiva, or extension of infection from osteomyelitis of 
the skull’? may also cause destructive lesions requir- 
ing surgical repair. Neoplasms, both benign and 
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malignant, of the scalp account for a large number 
of surgical cases. The pigmented nevus which is poor- 
ly covered by hair or extends into non-hair-bearing 
scalp areas may require surgical treatment for prophy- 
lactic or cosmetic reasons.*° Other lesions frequently 
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Fig. 1. The five layers of the scalp. Note that the 
galea aponeurotica has muscular attachments anteriorly and 
posteriorly, thus accounting for the wide gaping of transverse 
wounds through this layer. 


requiring surgical management include dermoid and 
sebaceous cysts, osteomas, circoid aneurysms, eosino- 
philic granulomas, hemangiomas, lymphangiomas, and 
verrucous and junctional nevi. The common malig- 
nant lesions of the scalp consist principally of basal 
cell carcinoma, squamous cell carcinoma, melanoma, 
sweat gland adenocarcinoma, and fibrosarcoma.**-?® 
Metastatic carcinoma from the breast to the scalp has 
been reported but metastases to this area are rare. 
Congenital defects of the scalp are rare occurrences. 
Kahn’® has reported congenital absence of a portion 
of the scalp and advises that if these defects lie over 
large visible blood vessels or suture lines, the mem- 
branous portion of the defect should be excised and 
primary closure of the scalp effected if possible by 
rotation flaps of adjacent scalp tissue. If this is not 
possible, split thickness skin grafts should be used 
as a temporary expedient as soon after birth as pos- 
sible in order to avoid the sequelae of necrosis fol- 
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lowed by erosion of vessels and death. Grossman, 
et al® reported a case involving twins, joined together 
in the cranial area (craniopagus) in which surgical 
separation was followed by correction of the scalp 
defects with local flaps and skin grafts. One of the 
twins did not survive. 
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preciation of this is important in outlining and plan- 
ning a pedicle flap from an adjacent area. Immediately 
below the galea is a subaponeurotic layer of loose 
areolar tissue overlying the pericranium. The peri- 
cranium or periostium of the skull lies immediately 
below the subaponeurotic layer in contact with the 
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Fig. 2. The blood supply to the scalp. Consideration of these arteries is important when planning scalp flaps. There is an 


anastamosis of smaller vessels across the midline 


Anatomy 


The scalp is composed of five distinct layers (Fig. 
1). The scalp forms a protective layer for the cranium 
and is thicker than skin found elsewhere. It is es- 
pecially thick in the occipital region, less thick in the 
frontal and temporal and mastoid areas. The skin 
forms the outer layer. Immediately below the skin 
is a layer of subcutaneous tissue and superficial 
fascia which contains the major blood vessels of 
the scalp and binds the skin to the third layer of the 
scalp. The third layer is the galea aponeurotica which 
is a dense tendinous structure connected with the 
frontalis muscle anteriorly and the occipitalis poster- 
iorly. These muscles are antagonistic in their action 
and pull the galea tightly over the cranium and ac- 
count for the gaping of wounds in the scalp when 
the galea is cut transversely. Due to the pull of 
the occipito-frontalis muscle on the galea, wounds re- 
sulting from the excision of scalp lesions may appear 
much larger than the area actually excised. An ap- 


Fesruary, 1960 


cranium. It is a fibrous membrane containing blood 
vessels and intimately attached to the outer table of 


the skull. 


The blood supply to the scalp is generous and no 
doubt in a large measure contributes to the early 
uncomplicated healing of scalp injuries. The scalp 
is supplied by five major paired arteries and veins: 
anteriorly are the frontal and supraorbital branches 
of the ophthalmic; laterally, the temporal and posterior 
auricular branches of the external carotid artery; 
posteriorly, the occipital branch of the carotid artery 
(Fig. 2). There is an anastamosis of vessels across 
the midline but, in most instances, it is not generous, 
and for this reason, flaps generally should not be 
designed to extend across the midline unless they 
are delayed or bipedicle type flaps. All scalp vessels 
are peripheral and are not branches of perforating 
vessels as in other areas of the body. Whenever 
possible, it is desirable to base all flaps on the scalp 
toward the periphery and design them so they are in 
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the pathway of the major vessels. Inasmuch as there 
are no important perforating vessels in the scalp, it 
is unnecessary to undercut the flaps in the delaying 
procedure. Simple outlining incisions are adequate for 


scars represent interruption of the blood supply which 

generally will be insufficient to support tissues distal 

to the scar and necrosis frequently may result. 
Scalp flaps should consist of the skin, superficial 


Fig. 3. These extensive scalp lacerations were caused by an automobile accident. All 
foreign materials were removed, minimal debridement done, and the flaps of scalp sutured 


carefully in place. 


interruption of the blood supply’ and it is unnecessary 
to elevate the flap to develop a collateral circulation. 
It is inadvisable to outline flaps which are traversed 
by existing scars extending through the galea. These 
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fascia and the galea or laterally and anteriorly the 
superficial layer of the fascia covering the underlying 
These flaps should be elevated in a 
manner that precludes injury to the subaponeurotic 


musculature. 
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layer and pericranium. The pericranium contains an 
excellent blood supply and will adequately support 
split thickness skin grafts used to cover defects pro- 
duced by mobilization of flaps. Free skin grafts will 
not take if the periosteum or pericranium is entirely 
stripped away from the bone. For this reason, it is 
imperative that the pericranium remain undisturbed 
in raising the scalp flap unless it is planned to replace 
the full thickness scalp in such a way that the bone 
will be completely covered. 

The lymphatic drainage of the scalp parallels the 
route of the main blood vessels. Anteriorly the drain- 
age is through the nodes of the face, laterally through 
the carotid and mastoid nodes and the occipital area 
drains through the occipital nodes posteriorly. 


The Acute Traumatic Injury 


A careful neurological examination must be made 
of all patients with head injuries. After ruling out 
intracranial injuries and skull fractures, attention may 
be turned to the management of the scalp defect. 
Conservative management generally gives the best 
results. Radical debridement has no place in the man- 
agement of lacerations of the scalp. All tissues that 
have any possibility of survival should be saved. The 
blood supply of the scalp as previously pointed out 
is generous and segments of partially avulsed scalp 
attached by a small pedicle have a good chance of 
survival. Any portions of scalp that are obviously 
devitalized should be discarded. Many times the rich 
vascular supply of the scalp will support large flaps 
with narrow pedicles even when these pedicles are 
based in a retrograde fashion. Dirt, grease and foreign 
materials should be carefully and thoroughly removed 
from the scalp before suturing. These substances 
may leave pigmented areas which are cosmetically 
undesirable in the forehead or temporal area or may 
result in secondary infection and delayed healing. 

Small scalp defects usually can be closed by wide 
undermining of the loose subaponeurotic layer. If 
necessary, this may be combined with relaxing in- 
cisions made from below through the galea but not 


through the subcutaneous fascia as this may interrupt 
the vascular supply of the area. Larger defects with 
superficial loss may require closure with free grafts 
or pedicle flaps from the adjacent area. 


Correction of Defects with Split-Thickness 
Skin Grafts 


In every scalp wound, the principle of immediate 
primary closure should be observed. If it is not pos- 
sible to close the defect with the immediately ad- 
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Fig. 4. This fifty-three year old woman had multiple 
cylindromata over her body since the age of eighteen. Basal 
cell carcinoma developed in the posterior auricular region 
and was treated elsewhere by excision and cautery—note 
scar and exposed mastoid bone. Area treated by excision of 
scar and rotated pedicle flap to cover the defect. A split- 
thickness skin graft was employed to cover the donor site 
of the flap. 


jacent tissue, free skin grafts may be necessary. If 
the scalp loss is extensive, split-thickness skin grafts 
can be successfully applied to the defect to obtain 
a closed wound. Sheets of split-thickness skin, cut 
with a dermatone from the thighs or abdomen and 
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placed on the intact pericranial layer, have given ex- 
cellent results. The excellent take is due to the ade- 
quate blood supply of the pericranial layer. In avul- 
sion of the scalp, the separation usually occurs in the 


XS 


A 


mediate covering for the bone. If denuded bone, de- 
prived of its blood supply, is not immediately cov- 
ered, bone necrosis and sequestration are highly 
probable. Free skin grafts have no chance of taking 


¢ oD 


Fig. 5. Localized osteomyelitis had been treated by removal of skin and a portion of 
the frontal bone one year previously and the defect covered by a split-thickness skin 
graft. This pulsating skin graft was excised and a bipedicle flap advanced to cover the 


defect. A bone graft will be inserted. 


sub-aponeurotic layer so that the pericranium is in- 
tact, and capable of receiving a split-thickness skin 
graft. It is useless to replace or retain a full thick- 
ness section of avulsed scalp completely separated 
from its blood supply as the thickness of the tissue 
will not permit adequate nourishment of the flap as 
a free graft.2°> Delak?? in April, 1955, reported 
the first case in a human in which there was partial 
success in replacement of an avulsed scalp after thin- 
ning it out from its under surface with a Thiersch 
Knife. Three months after the “take” of the graft, very 
fine hairs appeared on its surface. The possibility of 
using split-thickness or split-split-thickness skin grafts 
from the avulsed scalp and reapplying them to the de- 
fect in the hope of obtaining an actual hair-bearing 
skin graft has been the subject of experimental work 
in both animals and humans.?:?°1*?? Osbourne?? 
has shown in young pigs that split-split-thickness 
grafts employing the thickness of skin between .025 
and .050 of an inch gives viable skin and the growth 
of good quality hair. 

If the cranium is exposed by avulsion of the peri- 
cranium, it is imperative to provide an adequate im- 


278 


on the outer table of bone. To cover the denuded 
cranium, a flap should be outlined and rotated over 
the exposed bone area for coverage. If flaps are not 
feasible because of too extensive loss of tissue, the 
outer table of bone should be removed by means of 
osteotomes. After adequate control of bleeding, split- 
thickness skin grafts take well on a bed of this type 
when applied as a dressing graft immediately after 
removing the outer table. In the event that the graft 
does not survive, a velvety bed of granulation tissue 
will develop within a week or ten days which will offer 
a good bed for another split-skin graft. 


Correction of Defects with Local Scalp Flaps 


Hair-bearing scalp flaps can often be rotated or 
transposed when it is desirable to place hair-bearing 
tissue in strategic positions. In the preparation of 
scalp flaps, the skin, subcutaneous tissue and galea 
aponeurotica or the superficial layer of muscular 
fascia are raised as one layer. In order to provide 
adequate vessels for arterial flow and venous return, 
it is imperative to base the flaps at the periphery 
of the scalp. Exceptions to this may be necessary, in 
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which event, the delayed pedicle flap should be 
utilized. In general, the two-to-one ratio of length to 
width provides a safe transposition type of pedicle 
flap in the scalp; however, in areas where larger 
arteries and veins are included in the flap, greater 
liberties may be taken (Fig. 4) as far as the width- 
length ratio is concerned. It is generally inadvisable 
to plan a retrograde flap in the scalp; that is, a flap 
based against its blood supply. If this becomes a 
necessity, the flap should be carefully outlined with 
a wide base and constructed by the “delay” technique. 
Inasmuch as there are no perforating vessels between 
the superficial and deep layers of the scalp, it is un- 
necessary to undermine during the delay procedure. 
Completely cutting through the galea and superficial 
muscular fascia will interrupt the blood supply so 


that the flap can develop a collateral supply adequate 
to maintain its vitality when advanced. Retrograde 


flaps are occasionally necessary as emergency proce- 


dures and should be made by a long incision outlining 
a wider flap in order to assure its viability. 

Inasmuch as hair-bearing tissue gives a better cos- 
metic result, it is desirable to use local tissue flaps in 
repairing scalp defects. The scalp is dense and in- 
elastic and does not rotate easily without buckling; 
therefore, flaps must be carefully designed so that they 
can be transposed or rotated without tension. In 
some cases, this leaves a small dog-ear type defect 
immediately after the surgery. If this does not flatten 
out adequately postoperatively, secondary procedures 
may be necessary. 

Flaps may have a single or double pedicle; that is, 
they may be attached to one or both ends. If the 
donor site cannot be immediately closed by direct 
approximation, it should be covered with a split graft 
or a secondary local flap (Fig. 5). In wounds involv- 
ing the forehead and frontal area in which bone is 
exposed or lost, Converse’? advises a bipedicle visor 
flap which may be used as a temporary measure to 


Fig. 7. Following an auto- 
mobile accident partially av- 
ulsed scalp was immediately 
sutured in place. Admitted 
with slough of the flap. Re- 
pair by a sliding rotation flap 
to cover the defect, and a 
split-thickness skin graft to 
the donor site. 
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Fig. 6. Following the wide excision of a trichomatrioma 
of the scalp, double transposition flaps were rotated to 
allow the primary closure of the scalp defect 
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cover the frontal defect. The donor site is imme- 
diately repaired with a thick split-graft and at a later 
date, full-thickness tissue may be transferred from 
another part of the body and the visor flap returned 


cision in the shape of a Z or S. This procedure is 
useful in providing a flap of hair-bearing tissue in 
areas where the hair-bearing scalp has been destroyed 


(Fig. 6). 


Fig. 8. Pre-operative deformity due to skin graft placed to cover defect incident to 


excision of nevus. 


to its normal position in the hair-bearing portion of 
the scalp. The distant flap is then used for recon- 
struction of the frontal defect. 

Double transposition or Z-flaps are useful in many 


cases and are developed as two contiguous flaps with 
their pedicles in opposite directions, making the in- 
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Rotation flaps as described by Sir Harold Gillies™ 
may be useful in closing triangular defects. In out- 
lining the so-called sliding rotation flap, one should 
plan this flap on the side bordered by the greatest 
amount of scalp tissue also taking into consideration 
the blood supply in the development of this flap. It 
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is outlined roughly in a semi-circular line with the 
diameter of the flap at least twice the width of the 
defect to be closed (Fig. 7). The flap should be 


large enough so that there is no tension at its tip. 


The “tripod” type of scalp closure’! is done with 
three short sliding rotation flaps. Each sliding only 
to the center of the defect. Each leg of the tripod 
must be curved and all of them in the same direction. 


If local flaps cannot be obtained for the repair of 
large cranial defects, it is necessary to have a flap 
transferred from a distant area. A tube pedicle flap, 
raised from the abdominal area and placed upon the 
wrist as the carrier by which the flap is transferred to 
the cranial area, is excellent for correction of these 
cranial defects.’ This is a useful technique, as flaps 
of almost any size can be elevated from the ab- 
domen and transferred upon the arm as a carrier. 


Late Reconstructive Procedures 


If the principle of early scalp closure has been ob- 
served, definitive procedures can be carried out at 
the convenience of the surgeon and the patient. In 
some instances, months or years later. These pro- 
cedures may be necessary for improvement of appear- 
ance or for reconstruction of soft tissues or bone 
defects to restore function. Split grafts placed on the 
dura do not provide adequate covering for skull re- 
construction. Wherever bone grafts are to be placed, 
full-thickness skin is necessary to provide adequate 
blood supply. This may be accomplished by the use 
of local scalp flaps placed over the brain immediately 
following excision of the split-skin graft. The donor 
defect can be covered with a split-graft placed on the 
pericranium. Bone grafts can be placed under these 
scalp flaps after they have been adequately estab- 
lished and have a good blood supply.?* This is gen- 
erally done about six months after the establishment 
of the scalp flap. 


If local scalp tissue is not available for covering 
exposed brain areas, pedicle flaps from a distance, 
carried on the arm, can be brought up and placed 
over the defect immediately following excision of 
the split-thickness graft. This type of flap provides 
an adequate blood supply to support a bone graft. 
Primary bone grafts should not be used at the time 
the flap is transferred from a distant area. The tissues 
should be permitted to develop an adequate blood sup- 
ply before any attempt is made to reconstruct the 
cranial vault. The use of split rib bone grafts has 
been advocated by Longacre,?* who has successfully 
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Fig. 9. Successive steps in operation performed on pa- 
tient shown in Figure 8. A sliding rotation scalp flap was 
advanced to the frontal area to re-establish the hair line. 
The split-thickness skin graft in the donor site was later 
removed by multiple excision procedures. 


used these in extensive reconstruction in children. 
The author has found that the ilium provides ade- 
quate bone for reconstruction of large defects.?* 


Transposition of hair-bearing flaps for establish- 
ment of the hairline,*° and multiple excision pro- 


cedures for removal of skin grafts or scars, make up 


the majority of definitive procedures used for cos- 
metic purposes. (Fig. 8). 
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Conclusions 


Scalp lesions requiring surgical treatment are be- 
coming more numerous as the result of an increase 
in traumatic injuries, neoplasms and congenital de- 
formities. Conservative management of injured scalp 
tissue with minimal debridement generally gives the 
best end result. Whenever possible, the principle of 
early wound closure should be observed. This can 
be accomplished by the use of local pedicle or slid- 
ing rotation flaps or use of split-thickness skin grafts. 
Totally avulsed sections of scalp will not survive as 
free grafts and in these cases it is best to use free 
thick-split-skin grafts for repair. Local pedicle or ro- 
tation flaps or flaps transferred from a distance must 
be used in preparation for a bone graft. 
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Nocturnal Enuresis 


James C. Breneman, M.D., Galesburg, Michigan, says that 
gold stars, flashing lights or ringing bells won’t help the 
child who has an enuresis problem caused by an allergy to 
milk, wheat, eggs or any one of a dozen other foods. Prob- 
ably five million children between the ages of three and 
twelve, are enuretic. 

He also points to a direct correlation between prolonged 
enuresis and delinquent, criminal or psychopathic behavior, 
adding that “the wet bed may be the seed bed of juvenile 
delinquents and mature criminals.” 

Dr. Breneman noticed that enuresis was associated with 
allergic conditions. Using an anticholinergic drug combined 
with antihistamines, he was able to control enuresis in ten 
of twenty-six patients. 

Using elimination diets to spot allergic conditions, the 
Michigan physician has solved the enuresis problem in 60 
consecutive cases. He reports that removing offending 
foods from the diet was the only therapy required. 

Dr. Breneman points out that personality changes often 
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appeared several days before the enuresis was controlled. 
This, he adds, suggests a direct relationship between food 
allergies and personality traits. When the offending food 
is again included in the diet, it is repeatedly accompanied 
by “the irritable, yet apathetic, pretreatment personality.” 

In order of frequency, Dr. Breneman traced enuresis to 
the following food allergies: Milk, wheat, eggs, corn, 
chicken, oranges, pork, tomatoes, peanuts, beef, apples, fish, 
berries, peas, chocolate, rye and cauliflower. Allergies to 
milk, wheat or eggs accounted for about 60 per cent of 
the incidence. 

In most cases, a strict elimination diet is necessary. The 
basic diet is confined to lamb, rice, rye, apricots, peaches, 
beets, spinach, cherries, soybeans, olives and tea. At bed- 
time, the patient receives an anticholinergic plus a long- 
acting antihistamine. In many instances, proper diet con- 
trols enuresis in three to seven days. The medication may 
often be discontinued in three or four days.—GP, December, 
1959. 
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The Stockholm Sectional Meeting of the 
American College of Surgeons 


Et HE SECOND European sectional meeting of the 
American College of Surgeons was held at the invita- 
tion of The Swedish Surgical Society in Stockholm, 
July 2 to 7, 1958. The first such meeting was held 
in England some years ago at the invitation of The 
Royal College of Surgeons. The majority of the at- 
tending members of the College and their wives 
came by the motor ship Statendam of the Holland- 
American Line. This is a luxury ship and it was 
anchored in midstream of the Stockholm harbor 
where passengers lived aboard and were scuttled back 
and forth from ship to shore by motor dinghy. Since 
Mrs. Larsson and I had planned a prolonged visit 
to Sweden, we travelled by Scandinavian Air Lines 
and reached our destination in twenty-one hours. 

A very elaborate and interesting program had 
been prepared by members of the college in close 
collaboration with the Swedish surgeons. A glance 
at the program showed that every field of surgery 
and the specialties were to be presented. Dr. Philip 
Sandblom, president of the Swedish Surgical Society, 
opened the meetings by pointing out that, in recent 
years, the trend for postgraduate studies in surgery 
has been to the United States, not to the European 
continent as formerly. In talking to many of the 
young surgeons, | was impressed by their great 
desire to go to America for further studies in our 
great teaching centers. Dr. Sandblom expressed his 
deep gratitude to the American College of Surgeons 
for accepting the invitation of the Swedish Surgical 
Society to come to Sweden to learn what it has to 
offer, and for an opportunity to return the many 
courtesies shown to Swedish surgeons while visiting 
in the United States. 

The main parts of the program was presented by 
leading men of our country with a well-balanced 
counterpart of Swedish surgeons. Nearly all the meet- 
ings were held in the auditorium of the Stockholm 
‘Concert House which has a seating capacity of about 
two thousand people. It is located in the central part 
of the city and has ample room for scientific and 
commercial exhibits. The meetings began and ended 
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on time with almost military precision, to the delight 
of all attendants. 

Upon registering for the sectional meetings, every- 
one was presented with a neat, plastic portfolio which 
contained information concerning all meetings, enter- 
tainment, and matters of general interest to the visi- 
tors. Tours to the leading hospitals were arranged, 
as well as sight-seeing trips for the ladies and mem- 
bers. There are two new hospitals which are fine 
examples of modern hospital architecture—the Karo- 
line Hospital and the Southern Hospital, 1800 and 
1500 beds respectively. 

These hospitals were built and are supported partly 
by the city but also by the state since many patients 
come from distant parts of the country for special 
treatment. One hospital is located on the north main- 
land, the other on the south mainland. The central 
part of Stockholm is built on numerous small islands. 
I will not go into the economic picture of the manage- 
ment of these hospitals since that is a very special 
subject. Suffice it to say, and | am quoting a Swedish 
authority, “It has been possible throughout Sweden 
to make hospital service available to all without a 
heavy outlay for the individual. The services have 
been maintained at a high standard owing to the 
resources at the disposal of the doctors. Since doc- 
tors have had charge, not only of the medical, but 
also of the administrative side of the hospitals, public 
expenditures have been kept relatively low and funds 
allocated have been used effectively.” 

I would like to review only a few of the papers 


presented at the meetings. 


THE AUTHOR 
B. Hjalmar Larsson, M.D. 








STOCKHOLM SECTIONAL MEETING—LARSSON 


A symposium on “Late Results in Surgical Treat- 
ment of Duodenal Ulcers” was introduced by Dr. 
Lester R. Dragstedt of Chicago. He pointed out that 
there is now adequate evidence that peptic ulcers are 
usually due to hypersecretion of gastric juice and not 
to a local decrease in the resistance of mucosa and 
further—that the hypersecretion of gastric juice in 
duodenal ulcer patients is usually of nervous origin 
whereas the bypersecretion of gastric juice in gastric 
ulcer patients is usually of bumoral or bormonal 
origin. For this reason vagotomy combined with an 
operation such as pyloroplasty or distal gastro-entero- 
stomy to prevent stasis of food in the antrum is his 
choice of operation for the treatment of duodenal 
ulcer. Thirteen hundred operations of this type have 
been performed in his clinic since 1943. Ninety-one 
per cent of the patients have had good to excellent 
results. Failures have usually been due to incomplete 
vagotomy, or an inadequate drainage procedure which 
fails to prevent stasis of food in the antrum or to 
hypersecretion of gastric juice due to the presence of 
a non-insulin producing islet cell tumor of the pan- 
creas. He has up to now done 1500 cases with 5 per 
cent recurrence. He does a vagotomy, then drainage 
for five days followed by a low posterior gastro- 
enterostomy. He added that internists often refuse 
to send their patients to surgeons who do gastric re- 
sections. The speakers who followed, both American 
and Swedish, nearly all advocated some type of gas- 
tric resection. It appeared to me that very few had 
the material or the years of observation comparable 
to that of Dr. Dragstedt. 


Of the Swedish participants, | would like to review 
two papers. In a symposium on Low Back Pain and 
Sciatica, Dr. Carl Hirsh of Uppsala presented a paper 
on “The Pathology of Low Back Pain and Sciatica.” 
Dr. Hirsh presented data on clinical studies and sta- 
tistical evaluation of 18,000 patients, 10 per cent of 
whom were operated upon. Five hundred backs were 
studied with regards to structural changes in the 
lumbar inter-vertebral discs by gross, microscopic, 
and ultra-microscopic examination at routine autop- 
sies in Stockholm and Uppsala. Histochemical analy- 
sis was made on sample discs from different age 
groups and different types of disc structure. Bio- 
mechanical measurements were made on vertebrae 
and discs to evaluate the significance of structural 
changes. Comparative studies were carried out on 
various animals with regard to the frequency of de- 
generative changes. 


The incidence of low back pain and sciatica is 65 
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per cent of the Swedish population. The frequency 
is the same in the two sexes, and the highest figures 
are recorded between the ages of thirty and forty 
years. No occupational variation was found, but 
workers doing heavy work are more incapacitated 
than others. 


Reduced disc height in the lumbar spine is demon- 
strable roentgenographically in 50 per cent of clinical 
cases. Rupture and necrosis of the nucleus as well 
as of the annulus are common in young people be- 


tween twenty and twenty-five years of age, rupture 
is common in those intervertebral spaces where the 
mechanical stresses are great. 


A rise in intradisc pressure in ruptured discs causes 
low pain, not because the disc bulges and presses on 
the nerve roots, but probably because the stresses in 
the outer border of the annulus and the long liga- 
ments with their sensitive nerve elements are too 
high. Later the discs dry up, the nucleus and parts 
of the annulus are replaced by dense connective tis- 
sue and become less elastic. Acute attacks of pain 
then occur less frequently. 


“The Importance of Early Diagnosis and Adequate 
Treatment of Hyperparathyroidism” was a paper 
presented by Professor John Hellstrom. It was dis- 
cussed by Dr. Brook E. Brush of the Ford Hospital, 
by invitation. Professor Hellstrom is Chief of Surgery 
at the Karoline Hospital, and Professor of Surgery 
at the University of Stockholm Medical School. He 
is a personal friend of mine and I should like to 
review his paper. He was one of the pioneers in 
the understanding of the functions and mal-functions 
of the parathyroid gland. Professor Hellstrom was 
originally trained in urology but gained the chair in 
General Surgery because of his brilliant contributions 
to general surgery, and especially because of his knowl- 
edge of the parathyroid gland. He is well known in 
the United States and Canada where he has visited 
on frequent occasions. 


Professor Hellstrom reported on a series of 115 
personal cases observed from 1930 to 1958. He stated 
that skeletal lesions of parathyroid osteitis type are 
less common today than before. In nine of the present 
cases, the initial symptoms consisted of giant cell 
tumors of the upper and lower jaws. Following suc- 
cessful parathyroidectomy, the skeletal lesions invari- 
ably healed, functionally if not anatomically. The 
greatest prognostic importance is attached to the renal 
changes. Urinary calculi with or without coexistent 
skeletal lesions were found in 85 per cent. Fifty- 
three patients underwent a total of 104 operations for 
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removal of calculi, one patient no fewer than six times. 

All cases of hyperparathyroidism are associated 
with renal damage even if there is no roentgenographi- 
cally demonstrable nephrolithiasis or nephrocalcinosis. 
The renal damage is, in early cases, functional and 
reversible after successful parathyroidectomy, in later 
stages, structural and persistent or progressive even 
after the hyperparathyroidism has been abolished by 
parathyroidectomy. 

Hypertension was present in 70 per cent of these 
patients, and in many of them it led to disability or 
fatal complications. Probably it is secondary to the 
renal injury. 

The prognosis following parathyroidectomy de- 
pends on the degree of renal damage at the time of 
operation. In 18 per cent of the present series, the 
first operation was unsuccessful or inadequate due to 
the presence of multiple adenomas, primary hyper- 
plasia of all parathyroid glands, very small adenomas, 
abnormal positions or confusion with other struc- 
tures. The treatment of hyperparathyroidism should 
be centralized to clinics with the best facilities for 
scientific analysis and rational therapy. {n conclud- 
ing, he said that out of 101 cases of parathyroid dis- 
eases, all except one had either renal calculi or 
skeletal changes or both. X-ray diagnosis is of im- 
portance, and early diagnosis is most important to 
prevent destructive changes. 

Incidentally, Dr. Hellstrom told me that gallblad- 
der disease is on the increase in Sweden and is now 
more common than appendicitis. Last year over four 
hundred patients were operated on at the Karoline 
Hospital. The same observation has been reported 
from Germany and Switzerland. 

I would like to mention two more Swedish con- 
tributors to the programs. Professor Clarence Cra- 
ford’s presentation, a pioneer in thoracic surgery and 
particularly in coarctation of the Aorta, was based on 
a personal series of 216 cases. With few exceptions, 
operation consisted of resection and end to end suture. 
The mortality rate was 5.5 per cent. The deaths took 
place either in connection with operation or during 


the immediate postoperative course. In at least 75 
per cent of the cases, the end to end anastomosis re- 
stores completely normal functional conditions. The 
follow-up studies, made up to twelve years after oper- 
ation, have shown that great improvement is pro- 
duced. The patients become asymptomatic and can 
resume work except in a few cases in which some 
additional heart disease is present. It has also been 
demonstrated that the end to end anastomosis grows 
with the remaining aortic segment. 


The work of Professor Herbert Olivecrona, a fa- 
mous neural surgeon, was reviewed by one of his 
associates, Dr. Rolf Luft. It concerned hypophysec- 
tomy in the treatment of malignancies. It was in the 
cases of carcinoma of the breast that the widest ex- 
perience of the measure has been gained. A remis- 
sion of 57 per cent was demonstrated on patients oper- 
ated on in Stockholm, compared to 55 per cent of 
patients undergoing hypophysectomy in New York. 
The period of survival was almost two years in 
patients responding to the operation, and between 
five and eight months in the others. Two men with 
metastasizing mammary carcinoma enjoyed a re- 
mission lasting about three years. Hypophysectomy 
may secure remission even in cases treated previously 
with bilateral oophorectomy and adrenalectomy. Hy- 
pophysectomy has also been given a trial in a limited 
number of prostatic carcinoma with metastases. 


I think that the members of the college who at- 
tended this sectional meeting in Stockholm were well 
pleased both with the scientific meetings and the ar- 
rangements and hospitality extended. The grand 
finale was a banquet in the Stockholm Townhall in its 
magnificent golden hall, where music and a few 
speeches closed the session. In his scheduled farewell 
and thank-you speech, the chairman of the Regents 
of the College, Dr. I. S. Ravdin of Philadelphia, made 


it very short when he said, “I am speechless.” 
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Another Possible Role for Aspirin in Therapeutics 


In studies comparing the effects of cortisone and aspirin 
in rheumatic disease, it was observed that the glycosuria 
elicited by cortisone in rats on a high carbohydrate diet 
was diminished by salicylates. Further confirmation of these 
interesting results will be awaited to determine whether 
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these observations may place aspirin in the class with the 
sulfonurea derivatives which are now employed in the 
treatment of diabetes.—(JoHN C. Krantz, Jr., Ph.D., Com- 
ments on Drugs, Current Medical Digest.) 





Hemoglobin Levels and Blood Transfusions 


S INCE World War II, the blood bank has become 
an integral and extremely important part of the clini- 
cal laboratory. During this period, the marked ex- 
pansion in the number of blood banks and improve- 
ment in techniques has resulted in an increased utili- 
zation of blood and its products. Much of this in- 
creased utilization is due to blood being readily 
available, and a great part of it is also due to the 
increasing aggressiveness of surgeons in attacking 
problems which require large amounts of blood. Before 
this expansion, the decision to transfuse a patient was 
considered carefully because of the many recognized 
dangers and the scarcity of blood. At the present 
time it seems that the decision is made only too fre- 
quently without considering alternate methods of 
treatment which do not carry the risk which blood 
transfusions still carry. 


The tests used most frequently in determining 
whether the patient will need a blood transfusion are 
the determination of hemoglobin concentration and 
the hematocrit, both of which are reliable tests and 
are subject to a relatively small error provided that 
quality control is used in the laboratory at all times. 
Quality control is especially useful in hemoglobin de- 
terminations where there are many chances of error. 
The instrument used must be a good instrument to 
start with; it must be calibrated by the laboratory 
using it, and it must be constantly checked. The 
errors which are present in the instrument are pre- 
dictable, are usually uniform in size and direction, 
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and can be compensated for. Another source of error 
in these determinations is the personnel which per- 
form the tests. The errors due to personnel can be 
lessened by using well trained medical technologists 
and by carefully supervising them, but this source of 
error still cannot be completely eliminated. At the 
present time, by the use of standard solutions and 
by periodically checking the hemoglobin determina- 
tions with iron analysis, this test should be one of 
the most accurate in the laboratory. However, the 
methods used for quality control cannot be performed 
once and then forgotten, but must be repeated at 
specified intervals. Methods of determining hemo- 
globin concentration which require comparison, either 
with filter paper or colored glass comparators, are to 
be condemned and have no place in the modern man- 
agement of hematologic problems. 


Assuming that accurate hemoglobin reports are 
rendered, the next problem to face the physician is 
the interpretation of these values. We all recognize 
that the normal value for the male and female is 
different after puberty and this difference varies from 
1 to 1.5 grams. However, these normal values should 
be determined in a particular laboratory and be valid 
for the area in which they are used. It has been 
shown repeatedly that different countries and differ- 
ent parts of a country have varying normal values. 
This may be due not only to the patients but may 
also be a result of the methods and instruments which 
are used. Another factor which influences the inter- 
pretation of the hemoglobin is the age of the patient. 
The normal newborn has a hemoglobin value of 
around 19 grams per 100 ml. Within the first week 
of life, this level begins to drop, and the normal 
hemoglobin level for a child up to about twelve years 
of age is 11 to 12 grams per 100 ml. Adult levels 
are not reached until after puberty. It is for this 
reason that the interpretation of a hemoglobin level 
of 10 gm. per 100 ml. in a child of seven years of 
age and in an adult has an entirely different conno- 
tation. It is true that it is slightly low for the child 
but for the adult it is at the level where the diagnosis 
of anemia should be considered. 
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The diagnosis of anemia depends upon a signifi- 
cantly lowered hemoglobin and hematocrit level, either 
alone or in combination. Usually minus two times 
the standard deviation below the normal mean is 
considered as diagnostic of anemia. By and large the 
greatest number of patients with anemia seen in rou- 
tine practice are those having iron deficiency, and 
even though these patients have markedly lowered 
hemoglobin levels, they will usually respond dra- 
matically to iron therapy. These patients frequently 
will show marked clinical improvement within twenty- 
four to seventy-two hours, even before there is any 
detectable rise in hemoglobin levels. Once the hemo- 
globin level has started to rise, it has been calculated 
as increasing approximately 0.1 to 0.3 grams per 
100 ml. per day. 

What effect do the above facts have upon the 
practice of medicine? It has been shown recently in 
a survey of two hospitals in Michigan which were 
in the same neighborhood that there was a 2 gram 
difference in hemoglobin levels when the hemoglobin 
determinations of both of the laboratories were stand- 
ardized. When the correction was made in the labo- 
ratory where the hemoglobin level had been 2 grams 
low, the number of blood transfusions in that hospital 
were reduced by fifty per cent. In this instance, it 
was estimated that approximately 1,000 patients in 
a year’s time received blood transfusions due to faulty 
hemogolbin determinations. In the normal course of 
events, considering the dangers and reactions which 
could eccur as a result of blood transfusions, the 
morbidity from 1,000 pints of blood would be quite 


large and there could be a possibility of a mortality. 

Blood transfusions should be used only when there 
is a proper indication. Transfusions should be per- 
formed in the treatment of anemias only when they 
cannot be treated by medications to which most of 
these will respond, such as iron, liver, et cetera. The 
main exception is acute blood loss. The patient should 
be “transfused” when there is an acute hemorrhage, 
when there is a hemolytic anemia which cannot be 
controlled, when there is an aplastic anemia, in the 
anemia of infection, in the severely anemic patient 
who is to be operated on as an emergency procedure, 
and in anemia of pregnancy near term. 

Since a single unit of blood only imparts to the 
patient from 1 to 1.5 grams of hemoglobin per 100 
ml. of blood, the use of a single unit transfusion is 
a serious consideration when the dangers which are 
present in a transfusion are considered. The following 
risks associated with blood transfusions are well 
known and are an ever present reminder of the seri- 
ousness of the decision to transfuse since many of 
them cannot be avoided. These dangers are (1) 
serum hepatitis, (2) bacterial contamination, (3) in- 
compatible transfusion reaction, (4) allergic reactions 
and (5) sensitization. 

In closing, | would like to quote from an editorial 
by William H. Crosby in Blood, 13:1198, 1958. 
“Thoughtless prescription of blood transfusion is play- 
ing Russian roulette with bottles of blood instead of 
a revolver. While the odds are in the physician’s 
favor that nothing will go wrong, the patient takes 


the risk.” 





Reflections on Surgical Tuberculosis 


The author reports ninety-eight operations (synovectomy 
and curettage), eleven of which were recently performed 
for tuberculosis of the bones and joints. These procedures 
included operations on twenty-three spines, fifty-one hips, 
twenty-three knees and one foot. He lists the results and 
describes in detail the complications encountered and the 
causes of failure when the result was unsatisfactory. He 
comments successively on the difficulties of diagnosis, the 
importance of anatomopathologic point of view, the indica- 
tions for surgical intervention and their possible abuse, and 
the role of antibiotics in therapy. He points out the differ- 
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ences that exist between clinical and roentgenographic re- 
sults, the duration of immobilization, the sclerous type of 
the disease and the type accompanied by persistent fever. 
The operation he describes is considered excellent for either 
children or adults when the onset of disease is recent, 
but distinctly bad for either in cases of long-standing tuber- 
culosis. In any circumstances, it is a severe and demanding 
procedure which not every surgeon is competent to per- 
form.—B. BLanKxorr, M.D., Brussels, Belgium. Journal of 
International College of Surgeons, 31:98-103 (Jan.) 1959. 





A Research Aspect of Milieu Therapy 
in a State Mental Hospital 


The CONCEPT of treatment for mental illness in 
large state mental hospitals has been changing radically 
in the last decade. Two basic innovations in approach 
have appeared which outline today the “new look” in 
institutional treatment. 

First, a conceptual differentiation has been made 
between prerequisites for patients in general hospitals 
and patients in mental hospitals.2 Usually, the ap- 
proach to patients in a general hospital is an active 
one on the part of the staff and a passive one on the 
part of the patient, that is, the medical team does 
something to the patient. Like death, playing the 
role of a patient in a general hospital is a great 
leveler. The patient is stripped of those things which 
are important and which distinguish him from others 
in his ordinary life, and assumes a passive role giving 
himself up to medical or surgical intervention on the 
part of the staff. The medical staff regards this 
stripping down to the bare medical essentials as neces- 
sary for the most prompt and efficient dispatch of 
their duties. In a mental hospital, however, increased 
emphasis is being placed on the necessity of the pa- 
tient playing an active role in the treatment process, 
such as identifying with the goals of the hospital and 
entering into a treatment partnership.* As demon- 
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strated convincingly by Stanton and Schwartz,* Green- 
blatt, York and Brown! among others, who the patient 
is, where he comes from, and the kinds of things he 
did, felt, and thought before admission are crucial 
to the treatment process. 

The second major approach is the attention being 
given to the social factors in the hospital environment 
which seem to be associated with the therapy process. 
The importance of socio-psychological variables, such 
as the power structure of the institution, the integra- 
tion of services and goals of treatment, the consist- 
ency of formal and informal social groupings, et 
cetera, has been emphasized in recent research.'**/>*® 
Since the patient in the mental hospital is not the 
passive recipient of the therapeutic influences, it would 
seem that the social organization would function 
therapeutically or effectively only as it meets the needs 
of mentally ill patients. As we will try to show, 
ignoring these two concepts often leads to treatment 
influences which increase or perpetuate the person- 
ality deviance. 

The mental hospital is a large scale organization 
whose functioning affects the lives of its patients 
twenty-four hours a day. To its patients it assumes 
almost a cultural aspect, and one is justified in speak- 
ing of the small society of the mental hospital.? Like 
all societies, the mental hospital undergoes changes 
in structure and function, and because of its relatively 
small and compact size, offers excellent opportunities 
to study cultural change. This paper, then, will exa- 
mine from a socio-psychological point of view the 
impact upon the social structure of the hospital, and 
especially the hospital ward, of one instance of social 
change. 

Structural changes occur when all the varied re- 
sources of the hospital are brought to bear upon the 
treatment situation. Often, it is found that these 
changes set up barriers to the achievement of the 
expected goals. Sometimes these barriers can be pre- 
dicted and analyzed by an intensive study of the 
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hospital social structure, and in this way more effec- 
tive measures, that is, those compatible with the on- 
going structure, can be found to bring about the de- 
sired change. The remainder of this paper will exa- 
mine one such case study. 

The focus of our attention, to paraphrase a current 
psychiatric best-seller, shall be upon the third face of 
Ypsilanti State Hospital, that is, upon the midnight 
shift. The incident of cultural change was a minor 
one. In one of fourteen buildings, the routine of 
morning medication was changed. It will be instruc- 
tive to trace the history and ramifications of this 
change, since we believe it is prototypical of many 
subtle changes in the hospital social structure. 

Let the attendant supervisor describe the situation 
that existed prior to the change: 


“The patients were called at 4:30 A.M. for medication 
Since many of the patients got to the treatment room door 
at the same time, it was necessary for them to stand in line 
in order for me to give out the medication. Other patients, 
knowing of this would remain in bed until the line was 
finished, then I would have to call them again. Some would 
get up promptly and get their medication, but others would 
just stay in bed. The attendant on duty, having approximate- 
ly eighty medications to give out would then have to go 
back to these individuals sometimes for six or seven times, 
coaxing, pleading, calling them to get their medication. 

All this extra leg work takes up lots of valuable time that 
the attendant could use in going for trays for ill patients, 
grooming unkempt patients, et cetera. Also since there are 
only two attendants for 300 patients, it’s rush-rush-rush trying 
their level best to get everything done in the short time that 
they have. This leads to a lot of yelling and shouting, and 
needless to say it has become a very uncomfortable situation 
for both the patients and the attendants.” 


Many clinicians, regardless of their theoretical 
orientation, have stressed the importance to the psy- 
chotic patient of the method in which his fragmented 
ego is brought back to consciousness after sleep* In- 
deed, this return to unwelcome reality, might be one 
of the hardest tasks the patient is asked to perform. 
The attendant eloquently described the mutual ten- 
sions that attended this important event in the pa- 
tients’ day. 

While this procedure caused a great deal of con- 
fusion and was upsetting for both patients and staff, 
the attendants couldn’t see any other way to get the 
patients ready for their assignments, up and dressed 
and medicated in time for breakfast. In addition to 
this, after medication all the patients were placed in 
the day room with all the doors to the dormitories 
locked because patients were allowed to smoke, and 
it was thought necessary to keep them all together 
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since some might go back to bed with lighted ciga- 
rettes. The patients eventually began asking the 
supervisor if they couldn’t get up at 5:30 A.M. in- 
stead of at 4:30 A.M. since so many had nothing to 
do but sit around until breakfast at 6 or 6:30. These 
demands placed a great deal of pressure upon the 
attendant who could not think of any way to modify 
the procedure. 

At this point, the supervisor went to one of the 
superiors in the nursing service with this problem. 
In the course of their discussion, the superior came 
up with this radical suggestion, “Why don’t you try 
carrying their medication to the bed?” To quote the 
attendant again, “All this inclined to upset me very 
much, but I kept quiet and did not reveal my thoughts 
to my superior or my fellow workers.” As we shall 
see later, this attendant was not the only one upset 
by the idea. As the superior continued talking, trying 
to sell the idea, the attendant was becoming more 
and more agitated. Finally the attendant blurted out, 
“T just don’t know how it can possibly be done. It'll 
make for so much extra work.” To this the superior 
replied, “The only way you will find out is to try 
it. Be sure to let the patients remain in bed later if 
they like, and ask the attendants not to lock the 
dorm doors. If patients prefer to go without break- 
fast, let them. If they (the patients) know that we 
trust them and they are on their own, it will surprise 
you how much better they will behave.” 

In all, five suggestions were made: (1) Take the 
medication to the bed, (2) Let patients stay in bed 
after medication and get up at their own speed, (3) 
Let patients miss breakfast if they so desire, (4) Let 
patients smoke in the day room, but don’t keep all 
the non-smoking patients there, (5) Trust the patients 
and give them responsibility. This plan was put into 
operation, and we will discuss its actual results later. 
Let us consider now some of the reverberations this 
plan had on the hospital as a whole, and then discuss 
how such incidents can be used to point up underly- 
ing feelings and ideologies about mental patients and 


the functions and purposes of mental hospitals. 


As soon as the plan was put into effect, a great 
many pressures were exerted against its effective im- 
plementation. Two major sources were: the attendant 
group and the registered nurse group. It is not the 
purpose here to defend or oppose either point of 
view, nor to claim therapeutic effectiveness for either 
in terms of its ultimate implications for the patient, 
but rather to trace down the various equilibria in the 
hospital that were disturbed by this change. 

The attendant group, in this hospital, as well as 
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others, have a highly integrated informal social or- 
ganization, which to a large extent mediates their 
performance in the hospital. When this informal 
structure is congruent with the formal purposes of the 
hospital, it facilitates the integration of therapeutic 
influences upon the patient; but where the purposes of 
these two structures are divergent, there is a great 


inhibition of the flow of therapeutic influences to the 
patient, and in many instances causes further regres- 
sion of the patient. In this instance, much of this 
informal pressure was directed against our supervisor. 


One reason for this was the usual fear of change 
which has two main components. Firstly, no one 
knew what the change entailed and what its conse- 
quences might be. Just how much more work would 
it entail? Would it mean learning new procedures 
and new routines in an already overworked program? 
Secondly, it seemed to imply a restructuring of atti- 
tudes towards the patients, a new role definition of 
attendant, and finally, a new conception of some of 
the functions of a mental hospital. Because of these 
strong forces tending to maintain the status quo, psy- 
chological pressures were exerted to persuade the at- 
tendant that the new regime was unworkable. Finally 
strong resistances were put up because of interpersonal 
factors in the situation. All these forces moving 
against the implementation of the new plan created 
tremendous anxiety and ambivalences in our attend- 
ent’s attitude towards the plan. It was only due to a 
firm and openly supportive attitude on the part of 
the nursing office that the plan was carried through. 

There were also many mixed reactions on the part 
of the registered nurses. But here the pressure was 
of a different nature and resembled the second factor 
in the attendants’ resistance to change. The absence 
of the first kind of resistance is primarily due to their 
lack of involvement in giving out morning medication. 
When this project was mentioned in a group meeting, 
the opposition centered around concepts such as the 
following: This is a mental hospital, not a general 
medical hospital; if we give the patients the medica- 
tion in bed, they will become even more demanding 
than they already are; why should we do bedside 
nursing when the patients don’t need it, they are 
physically able to get up themselves. Finally, there 
were reactions as to the meanings this new procedure 
had for some of the staff on a deeper underlying 
level. 

These latter kinds of forces mitigating against the 
implementation of the new program reveal the ide- 
ologies held about mental illness and mental hospitals. 
It is also revealing of the lack of clarification that 
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some mental hospital administrators themselves have 
as to the legitimate role of the mental hospital. With 
the advent of clinics, day and night hospitals, open 
hospitals and so on, it is a moot point whether a 
purely mental hospital should be called a_ hospital 
at all. Since the traditional concept of a hospital 
is broken, that is, patients are in bed and things are 
done to them, perhaps a new name should be chosen. 
An example of change in this direction is the elimina- 
tion of the word hospital in the renaming of the 
famous Boston Psychopathic Hospital. The new name 
is The Massachusetts Mental Health Center. 

The expressions of feelings about mentally ill pa- 
tients have implications for the views held as to the 
causative nature of the illness and for ideas about the 
capabilities of the patients. The feelings expressed 
here are not uncommon. In our culture, it is still 
difficult to exonerate persons who fail in the work 
of living in society and who do not bear an overt 
physical handicap. Dr. Menninger, speaking in De- 
troit recently, referred to the high level of expectation 
held by the staffs of mental hospitals for their patients. 
In comparing attitudes towards mental patients and 
towards patients with a patent somatic complaint, such 
as heart, kidney or broken limb problem, he said with 
reference to the mentally ill, and we think this is an 
accurate paraphrase: So often we forget how ill the 
mentally ill are, and we expect so much from them. 
The old duality still prevails among so many; if the 
patient is physically able, then let him do for himself. 

It is important to clarify at this point, the consist- 
ency of the policy of giving out medication at bedside 
with the formulation at the beginning of the paper. 
As it finally emerged, the meaning of bedside admin- 
istration of medication was that of an action that was 
done for the patient, not to him. It created an atmos- 
phere of appreciation on the part of the patient that 
helped him to identify with the goals of the hospital, 
rather than made him the passive object of treatment. 
This subtle distinction carries the load of the staff- 
patient interactional process that makes for a thera- 
peutic or non-therapeutic intervention. 

The change in task necessitated by the new pro- 
gram meant that personnel might potentially have to 
come into a different kind of role relationship with 
the patients than the one already established. In some 
instances the deeper inner determinants of interper- 
sonal relationships were thus challenged, and the pre- 
requisites of the new relationship might prove threat- 
ening enough to necessitate a transfer to another 
ward. (For a pertinent discussion of this important 
point see Gilbert and Levinson).° 
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MILIEU THERAPY—SPIVAK AND MOORE 


After the new program was instituted on the ward, 
the following changes were made: The lights were 
turned on at 5:15 A.M. instead of at 4:30 A.M., and 
medication was carried to the bed. Patients were 
allowed to stay in bed and miss breakfast if they so 
wished. Smoking was allowed and the dorms were 
not locked. Patients were allowed to miss going to 
their assignment, but regular absences were reported 
and each case was dealt with on an individual basis. 

The results as reported by attendants, patients, and 
another superior from the nursing office indicated that 
the attendants found they could do their work in 
much less time than formerly because the patients 
were getting up more quickly. Now that the respons- 
ibility had been given to them there was generally 
less missing of meals, and so far no patient has car- 
ried a lighted cigarette from the dayroom to a dorm. 
Both the patients and the attendants now feel that 
the atmosphere is more relaxed, and the day shift 
reports a noticeable drop in tension among patients 
by the time they report on duty. In an opinion poll 
conducted with the help of a patient, the patients gave 
a favorable report about the change: “Now they’re 
treating us like human beings,’ “The hospital must 
really have our interests at heart,’ et cetera. The 
attendants are generally agreed they are more relaxed 
now and they have time to do more on an individual 
basis for the patients. 

This program, following from the above, has re- 
sulted in less disorganization both on the ward and 
in individuals’ behavior, and at the same time the 
patients are identifying more with the personnel and 
the purposes of the hospital. The act of administering 
medication now utilizes more of the resources of the 
ward than it did previously, and it might be concep- 
tualized that an important step towards achieving the 
nebulous goal of “milieu therapy” has been taken. 
Now, many aspects in the environment are brought 
into the treatment plan, not just the pharmaceutical 


medication. 


Summary 


The concept of treatment for mental illness in 
a mental hospital is changing. Increasing emphasis is 
being placed upon the active role of the patient and 
upon the social structural factors involved in the 
treatment process. What appeared initially as a minor 
structural change, that is, altering the method of ad- 
ministering morning medication, activated strong and 
persistent forces to counteract the change. These re- 
sistances stemmed from preconceived concepts about 
mental illness, mental patients, and treatment proce- 
dures. Such an analysis is necessary in the changes 
required to create a therapeutic milieu. In many ways 
this is analogous to the experimental method of in- 
troducing a foreign element into an organism in order 


to identify various defense mechanisms. 
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Bronchiectasis 


Enteric coated trypsin tablets (Orenzyme) are effective 
in potentiating the effect of antibiotics in pulmonary dis- 
eases, reports Harry Shubin, M.D., of Philadelphia. 

In a_ series of twenty-eight patients suffering with 
bronchiectasis, chronic bronchitis, emphysema, tuberculosis 
or atelectasis, Dr. Shubin gave two 20 mg. tablets q.id. 
for four to six weeks, simultaneously using antibiotics as 
indicated. 

Criteria for evaluation included effect on cough, ex- 
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pectoration, dyspnea, exercise tolerance, wheezing, and 
general status of the patient. There was improvement in 
all six criteria among eighteen of the twenty-eight patients, 
and improvement in four of the criteria among six other 
patients. 

“There were no incompatibilities with any of the anti- 
biotics given in conjunction with oral trypsin therapy,” 
wrote Dr. Shubin.—Bulletin Germantown Hospital, Phila- 
delphia, January, 1960. 








An Autoclaved Vaccine in the Treatment of 
Chronic Staphylococcic Infections 


Hewmotytic Stapbylococcus aureus is responsible 
for a wave of infection, both acute and chronic, which 
is currently plaguing hospitals and physicians through- 
out the world. This organism is notorious for its ability 
to develop a resistance to antibiotics and to chemo- 
therapy. In addition, no heterogenous vaccine is 
commercially available to aid in combating staphylo- 
coccic infections, although much time and money has 
been expended to develop such a control method. 

As the staphylococci showed increasing resistance 
to antibiotics, our attention turned to various types 
of vaccines. One vaccine proved effective in chronic 
cases and has maintained this efficacy over a period 
of four years. 


Methods and Procedure 


We used the conventional heat-killed vaccine and 
an autoclaved vaccine made from cultures of hemo- 
lytic Staphylococcus aureus, coagulase positive, in 
twelve cases of a comparison series. All the patients 
receiving the vaccines had acute or chronic furuncu- 
losis. They were given physical examinations and had 
routine laboratory work done. Using the double blind 
technique, neither the patient nor the person admin- 
istering the vaccine knew which vaccine was being 
used. The vaccines were not autogenous. 

The vaccine was administered at a dosage of 0.1 ml. 
of diluted vaccine (500,000 organisms per ml.) until 
a skin reaction was obtained. It was given intra- 
cutaneously and the dilution of the vaccine was cut 
down until the patient tolerated a dosage of 0.2 ml. 
of vaccine containing 3 billion organisms per ml., 
given intracutaneously. The vaccine was then admin- 
istered subcutaneously at weekly intervals until the 
patient was clear of lesions for three months. There- 
after, the injection interval was gradually increased 
up to three months. 


Autoclaved Vaccine 


The autoclaved vaccine used in this series was 
prepared in the following manner: 

1. A twenty-four-hour culture of hemolytic Stapb- 
ylococcus aureus from a heavily-inoculated blood agar 
plate or slant was used. The blood agar contained 
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8 to 10 per cent human blood. If possible, the 
medium was inoculated directly from a_ clinical 
specimen. 

2. The growth was washed from the blood agar 
with sterile normal saline and emulsified in saline to 
give a very dense suspension. This suspension was 
diluted until a turbidity of approximately 3 billion 
organisms per ml. was reached. 

3. The vaccine was autoclaved at 15 pounds pres- 
sure (121° C.) for one-and-one-half to two-and-one- 
half hours. 

4. No preservative was added to the vaccines. 


Discussion 

The autoclaved vaccine produced clinical immunity, 
in that the patients no longer developed recurrent 
furuncles. The controls, patients who received heat- 
killed vaccines, continued to develop furuncles. 

We felt that our results were readily explained 
through the in vitro experiments reported by Per 
Oeding.1 When autoclaved, deep-cell antigens nor- 
mally masked by surface antigens were released. The 
surface antigens are not destroyed by heating to 
60° C. for one hour or by the presence of phenol 
ordinarily used in the preservation of vaccines. 

Our vaccines were prepared from three sources: a 
culture of a brain abscess, one from a generalized 
furunculosis, and the other from a chronic osteo- 
myelitis. This fairly well rules out the possibility of 
stumbling on a single antigenic strain. 


Conclusions 
Autoclaved vaccines prepared from hemolytic 
Stapbylococcus aureus produced better clinical results 
in staphylococcic skin infections than available vac- 
cines prepared by other methods. 
Autoclaving apparently released deep cell antigens 
which are ordinarily masked by surface antigens. 
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Medicine—Its Future 


Ophthalmology 


The Michigan Triological Society held a meeting in Lansing on 
December 17, 1959. The main speaker was Harold F. Falls, M.D., 
Associate Professor of Ophthalmology at the University Medical 
Center in Ann Arbor, who was recently elected Vice-Speaker of the 
House of Delegates of the Michigan State Medical Society. 

Dr. Falls discussed the National Foundation for Eye Care. This 
National Foundation was established about four years ago by a 
group of ophthalmologists representing the profession, the American 
Ophthalmological Society, the American Academy of Ophthalmology 
and Otolaryngology, the Section on Ophthalmology of the American 
Medical Association. The stimulus for this action was a growing 
threat of certain practitioners, not doctors of medicine, to enter into 
eye care, diagnosis and treatment, and an effort to take over, for 
their exclusive field, the refraction of eyes and distribution of glasses. 

Bills were introduced into several state legislatures in an attempt to 
accomplish this purpose. Suggestions were also made that these 
non-doctors be allowed to use drops, to prescribe, and even to do 
minor surgical procedures. The National Foundation for Eye Care 
was organized to prepare information and instruction for doctors 
and others regarding the various groups involved in ophthalmology, 
in eye care, and to prepare literature which can be used for in- 
structional purposes. 

There are three groups involved: 


(1) the oculist or ophthalmologist who has a medical degree 
and has taken recognized specialty training, 

(2) the optometrist, who is not a doctor though they many 
times claim the title, who have shorter courses in refraction and 
the fitting of glasses, and 

(3) the optician, whose work is to take the prescription and 
produce a pair of glasses according to the instructions given 
him; and to deliver the glasses to the patient—or return the 
glasses to the ophthalmologist or optometrist who will do his 
own delivering, adjusting and making the patient happy. 


Even many of our doctors of medicine do not understand the 
difference between these three groups, neither do the parents, the 
young people, or the school, whose responsibility it is to take care 
of their own eyes or the eyes of their dependents, or to recognize 
the need for eye care. These groups should also have some basic 
information so the proper care may be maintained. 

The National Foundation has published a number of pamphlets 
and is producing more which can and should be distributed where 
they will do the most good, and help retard another encroachment 
on the practice of medicine. 


Psychiatry and Neurology 
This field of medicine is now being very thoroughly encroached 


upon. Psychiatry is a rapidly expanding field, has assumed real 
stature and is solving many problems of patients. We have even 
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seen estimates that probably 40% or 50% of all peo- 
ple at one time or another need the attention of this 
specialty, but there is a group encroaching. 

There have been bills in some legislatures to allow 
psychologists various privileges, recognizing them as a 
quasi-medical profession and extending their activity. 
Most of our schools are using certain of their services 
very properly, except that they should not make 
diagnoses and prescribe treatment. 


Physical Medicine 


Here is another specialty which has long been 
recognized but not generally or extensively. They 
have a group—a national board—similar to the Board 
of Surgery, the Board of Ophthalmology, the Board 
of Internal Medicine and the Board of Pediatrics. 
There are nineteen such boards. The National Board 
of Physical Medicine was established in 1947. We 
have a number of doctors practicing in this field and 
doing very creditable work primarily in rehabilitation. 
If the profession had recognized this field fifty years 
ago it might possibly have forestalled osteopathy or 
chiropractic and other groups of that nature. 


Geriatrics 


The field of geriatrics is expanding by leaps and 
bounds. The good treatment the profession has given 
our patients plus the establishment of better living 
conditions, better housing, clothing, food and sanitary 
conditions, have so extended the life expectancy that 
it has been doubled in the memory of many of our 
practitioners. No matter what his specialty, every one 
of us is involved in this field because our older patient 
is prone to develop very obvious or very obscure 
conditions which interfere with his comfort, his mental 
attitude and his happiness. It is the doctor’s respon- 
sibility and should be his joy and pleasure to search 
for the reason for these conditions in his patient and 
find the remedy. 

This brings up the next topic which is: 


“Presidential Program” 


Milton A. Darling, M.D., President of the Michigan 
State Medical Society, and Kenneth H. Johnson, 
M.D., President-Elect, at the November meeting of 
The Council, offered this “Presidents Plan.” 

They had been conferring with group advisors and 
had worked out a program—a very elaborate program 
of action during the next five years. The Michigan 
State Medical Society will reach the 100th anniversary 
of its re-establishment immediately after the Civil 
War. Quite properly this will be called in 1965, the 
Society’s 100th birthday. 
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Doctors Darling and Johnson whom we have se- 
lected to lead us have suggested that during the next 
five years, the medical profession devote all of its 
energy, singly and collectively, to adding “five more 
good years” to the average life expectancy of the 
people of Michigan. The plan is in its planning stage 
but the concept, the accomplishment and execution, 
are challenges which we cannot afford to ignore. 

Will the Presidential Program add five years to the 
life expectancy, or will it make those last five years 
much better, healthier, contented years which, if not 
having extended the life span as measured by the 
clock, will have extended it as measured by satisfac- 
tion, accomplishment and contentment. They could 
accomplish both. What a task—what a vision—what 
a challenge! 


Congratulations, Presidents Darling and Johnson! 


Governmental Encroachment 
Social Security 


The Forand Bill will be pushed this year as a cam- 
paign measure, this being a presidential election year, 
and certain people will be out for votes. The problem 
of the aged has been stressed and emphasized on all 
sides. The American Medical Association and our 
state medical societies have done tremendous things 
to improve the lot of our aged, those over 65 who 
until recently could not get health insurance except 
through Blue Cross-Blue Shield. The prepayment plans 
accepted them in groups and did not cancel when they 
reached age 65, as the commercial companies had 
done. 

Immediately following the American Medical Asso- 
ciation meeting in Minneapolis in December 1958, 
practically all of the Blue Shield plans established 
special policies available to the older age group, by 
subscribing individually. It is a modified policy 
—had to be—but it is essentially adequate. These 
policies were set up specifically for the older citizens 
with meager or inadequate incomes. They were never 
intended as service policies to cover those of adequate 
income, but are available on an indemnity basis to 
cancel out the block which had always been against 
older people taking insurance. 

The Forand Bill will cover everybody who is draw- 
ing social security benefits, no matter what his income, 
and that in spite of the social security program and 
rapidly increasing rates which must be paid by every 
employed person and by every employer. The sole 
exception so far as we know is the medical profession 
—as beneficiaries not as contributors. The medical 
profession has opposed the Forand Bill and offers as 
a substitute pre-paid medical service to cover those 
of meager and inadequate incomes. Michigan Senator 
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McNamara held subcommittee investigations through- 
out the country, winding up in Michigan. He was 
studying questions of old age and its needs, especially 
from a health standpoint. Much of the testimony as 
published claimed that the Blue Cross-Blue Shield pro- 
grams were completely inadequate. We believe this 
is an entirely false statement and that it can be 
proved as our doctors join in the program estab- 
lished for the older people, these people will receive 
the best services possible. 

Thousands of these people, if it were not for the 
inadequate payments from social security, would be 
on relief. Most doctors would be taking care of them 
either for free or on welfare payments. The medical 
profession can show its cooperation and willingness 
to help its older citizens and their families. Private 
practice and private programs can care for these pa- 
tients without boosting the social security tax pro- 
gram to the point it is now being headed. We are 
now paying 6 per cent for Social Security, it will go 
up again and again. Every time the fund becomes 
inadequate, Congress can increase the tax. 

The Social Security Act does need a modification 
in the matter of cancelling of benefit to our older 
people. The present bill provides that if a person 
works after he reaches his retirement age and earns 
$80 a month or up to $1,200 a year, his benefits are 
forfeited—all of them if he has earned $1,200 and 
all of them for every month in which he earned $80. 
This penalty should be removed completely. A great 
majority of our older people, when they reach their 
retirement age, have very definitely cut down their 
earnings in order not to lose their benefits, but this 
country needs the mature judgment, the trained labor, 
and the added manpower to go ahead in the expansion 
of industry which is evident for the coming years. 


The Keogh Bill 


As everybody knows, this is a measure to allow 
self-employed and professional people to set up meager 
retiring funds before taxes, similar to but much less 
than that in force in industry for years. The Bill has 
passed the House and is now in the Senate. 

Senator McNamara has replied in some correspon- 
dence to the effect that we do not need this Bill 
because the social security program will take care of 
us. There is absolutely no connection between the 
two, but that has been the tone of his letters. 

This year, a campaign year, is a good opportunity 
to express to our senators our feelings about these 
two measures. Letters or contacts will help, and here 
are two measures the medical profession can and does 
endorse—the Keogh Bill and the amendment to the 
Social Security Act eliminating the penalty for work- 
ing. 
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Tetanus Protection Should Be in 
Polio Vaccine 


In an editorial in the December, 1959 issue of New 
Physician, official journal of The Student American 
Medical Association, Edward R. Pinckney, M.D., the 
journal’s editor, made a two-fold plea to the medical 
profession and the pharmaceutical industry to wipe 
out lockjaw. Doctors should make as much a habit to 
ask about tetanus immunizations as they do about 
polio immunizations. The drug companies should com- 
bine tetanus toxoid with polio vaccine so one series of 
“shots” will protect against both dangers. 

“Of equal importance,” Doctor Pinckney said, “doc- 
tors must make patients aware of the fact that they, or 
their children, have been immunized, in order to in- 
form any doctor in the future who may have to treat 
a subsequent injury.” 

With 75 per cent of those who have “tetanus-prone” 
wounds needing antitoxin (which can be as dangerous 
as the disease itself because of possible allergic reac- 
tions) there can be no doubt that prevention is almost 
mandatory. That the vaccine works has been proved 
during World War II when there was only one case 
of lockjaw in more than 160,000 battle injuries. 
Tetanus prophylaxis was mandatory for service men. 


Environmental Health 


Twenty-five sanitarians from local health units in 
Michigan and Illinois completed a six-week course in 
environmental health at The University of Michigan 
School of Public Health February 5, 1960. 

Certificates of completion were awarded to the 
group by Dr. Albert Heustis, Michigan Health Com- 
missioner, and Prof. William Gibson, acting dean of 
the school. 

Instruction on the theory and basic concepts of 
current sanitation practices was given by University 
of Michigan staff members and visiting lecturers. 

The Michigan Department of Health, National 
Sanitation Foundation, International Association of 
Milk and Food Sanitation and the Public Health 
Service participated with the University of Michigan 
in presenting the course, and certain field exercises. 


Are you driving with an expired driver’s license? The law 
requires a renewal on your birthday every three years. Un- 
fortunately, there has been no method of notification. You 
are expected to remember, and may be issued a summons 
if the permit has expired. 
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MCI Technical Exhibits 


Abbott Laboratories 

North Chicago, IIl. 
Of particular interest to physicians at the Abbott 
booth will be the presentation of Desoxyn Gradumets 
—the new long-acting dosage form now being used 
in obesity cases. Abbott will also display antibiotics, 
hospital solutions and equipment. Our representatives 
will be on hand to assist you in every way possible 


Booth No. 54 


A. S. Aloe Company Booth No. 60 
St. Louis, Mo. 
We will feature, this year, our expanded line of Aloe 
Swedish Stainless instruments, Diagnostic equipment, 
Examining and treatment furniture as well as items 
for general laboratory procedure. 
Tom and Wallie Boufford will be on hand to greet 
friends at our old stand—Booth 60. 


American Cyanamid Company Booth No. 47 

Danbury, Conn. 
AMERICAN CYANAMID COMPANY, SURGICAL 
PRODUCTS DIVISION, 1 Casper Street, Danbury, 
Conn.—DAVIS & GECK brand SURGILOPE SP 
SUTURES; VIM HYPODERMIC NEEDLES and 
SYRINGES, SURGAIRE deodorant spray, TOPA- 
SIL-Silicone skin protectant, SUPPLON elastic foam 
bandage. 


American Ferment Company, Inc. Booth No. 48 
New York, N. Y. 

Enquire at the booth concerning Tod’l, the sudsing, 
emollient, antibacterial skin cleanser as an aid in 
treatment and prevention of various skin affections. 
Also available: Caroid and Bile Salts Tablets as a 
physiologic complement in modern methods of therapy, 
Falgos for prompt analgesia, Alcaroid Antacid and 
Supligol for biliary therapy. 


Atlas Pharmaceutical Laboratories, Inc. 
Detroit, Mich. 
Atlas Pharmaceutical Laboratories, Manufacturers of 
Quality Injectables Exclusively. 


Booth No. 25 


Audio-Digest Foundation 

Glendale, Calif. 
Audio-Digest Foundation (a non-profit subsidiary of 
the California Medical Association), gives the busy 
physician a time-saving tour through the best of some 
600 current medical journals, plus the highlights of 
scores of national meetings. Time-proven, but still 
unique—these medical tape-recorded services are now 
offered in six series—General Practice (issued weekly 
and bi-weekly), and Pediatrics, Internal Medicine, 
Surgery, Obstetrics and Gynecology, Anesthesiology 
(all issued semi-monthly). The one-hour long tapes 
are selected and reviewed by a professional Board of 
Editors. Digest subscribers listen in their car, home 
or office. The Foundation also offers medical lectures 
by nationally-recognized authorities. 


Booth No. 37 


Ayerst Laboratories 
Chicago, IIl. 
Ayerst’s exhibit features “_HIBITANE” Lozenges and 
“MUREL” Sustained Action Tablets. 
“HIBITANE” Lozenges, for prevention and treatment 
of mouth and throat infections, have a wide range of 
antimicrobial activity with an unusually wide margin 


of safety. 
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Booth No. 52 


“MUREL” S-A Tablets provide potent antispasmodic 
action with minimal side effects. 


Baker Laboratories, Inc. Booth No. 8 
Cleveland, Ohio 
You are invited to visit our booth where Baker’s 
Modified Milk and Varamel, two successful products 
for infant feeding are on display. 
Baker representatives will be glad to discuss with you 
the special features of Baker Milk products which 
promote better tolerance, less colic, better gain and 
improved tissue turgor for bottle-fed infants. 


Barry Laboratories, Inc. Booth No. 15 
Detroit, Mich. 
TWO VERY IMPORTANT PRODUCTS 
INSECT ANTIGEN No. 107—Protection against reac- 
tions from Bee, Wasp, 
Hornet stings and Mos- 
quito bites. 
For patients who react to additional insects, the anti- 
gens for these may be included on prescription. 
For testing and treatment of your allergic patients, use 
the proven Immunorex method. 
MERPHENE—The germicide that “kills” Antibiotic 
resistant Staphylococcus aureus. Non- 
irritating to mucous linings. 


George A. Breon & Co. 


Booth No. 57 
New York, N. Y. 


Ciba Pharmaceutical Products, Inc. 

Summit, 
Esidrix is hydrochlorothiazide, an improved analog of 
chlorothiazide. Milligram-for-milligram, it is the most 
effective oral diuretic-antihypertensive known. Thera- 
peutically, Esidrix is 10 to 15 times more potent than 
chlorothiazide. Weight losses up to 56 pounds have 
been reported. In many cases Esidrix caused copious 
diuresis in patients unresponsive to other oral and/or 
parenteral diuretics. Side effects are usually mild, 
infrequent and readily controlled. 


Booth No. 51 


Coca-Cola Company 

Atlanta, Ga. 
Ice-cold Coca-Cola served through the courtesy and 
cooperation of the Detroit Coca-Cola Bottling Com- 
pany and The Coca-Cola Company. 


Booth Nos. 63-64 


Cunningham Drug Stores, Inc. Booth No. 62 

Detroit, Mich. 
Registered Graduate Pharmacists will staff a display 
featuring the many new prescription pharmaceuticals 
available at all Cunningham Prescription Departments. 
Other Cunningham services available to physicians, 
such as prescription blanks and product information 
will also be featured. 


Desitin Chemical Company Booth No. 4 
Providence, R. I. 
DESITIN OINTMENT: For treatment of burns, 
ulcers, diaper rash, abraisons, etc. 
DESITIN vy aaa Relieves chafing, sunburn, 
diaper rash, 
DESITIN SUPPOSITORIES and RECTAL OINT- 
MENT: Relieve pain and itching in uncomplkiccated 
hemorrhoids, fissures. 
DESITIN BABY LOTION: Protective, antiseptic. 
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DESITIN ACNE CREAM: A non-staining, flesh- 
tinted “Medicream” for the treatment of Acne Vul- 


garis. 

DESITIN COSMETIC & NURSERY SOAP: Super- 
mild. 

DESITIN SUPPOSITORIES with HYDROCORTI- 
SONE: Prompt response to inflammatory conditions 
in proctitis, severe pruritus, edema. 


Detroit X-Ray Sales Company 

Detroit, Mich. 
The Detroit X-Ray Sales Company welcomes the op- 
portunity to display its new contemporary line of 
X-Ray Equipment for our many friends in the profes- 
sion and extends a cordial invitation to visit our 
booths. We look forward to demonstrating this entire 
new design to you at this meeting. 


Booth Nos. 38-39 


Doho Chemical Corporation 
New York, N. Y. 
DOHO CHEMICAL CORPORATION is pleased to 
exhibit: 
AURALGAN—Otitis Media and removal of Cerumen. 
OTOSMOSAN—Fungicidal and Bactericidal in the 
suppurative and aural dermatomycotic ears. 
RHINALGAN—Nasal decongestant free from systemic 
or circulatory effect. 
LARYLGAN—Throat spray and gargie for infectious 
and non-infectious sore throat involvements. 
Mallon Chemical Corporation, Division of DOHO: 
RECTALGAN—For relief of pain and discomfiture in 
hemorrhoids, pruritus and perineal suturing. 
DERMOPLAST—An Aerosol Spray for surface pain, 
burns and abrasions; Obs. & Gyn. use. 


Booth No. 49 


Eaton Laboratories, Inc. 

Norwich, 
Altafur® (brand of furaldtadone), the first nitrofuran 
effective orally in systemic bacterial infections. High 
clinical efficacy in pneumonias, bronchiolitis, bron- 
chitis, tonsillitis and otitis media; also in soft tissue 
infections, cellulitis and abscess, surgical wound infec- 
tions and infected lacerations. 


Booth No. 43 


Ferndale Surgical, Inc., Division 
J. F. Hartz Company 
Ferndale, Mich. 


Latest surgical and diagnostic instruments and equip- 
ment. You are invited to register for your new Fern- 
dale Catalog, and for samples of our latest pharma- 
ceutical products. Ask for quotation on special for- 
mulas: Tablets, ointments, and liquids according to 
your particular specification. 


Booth No. 53 


C, A, Fisher & Sons 
Toledo, Ohio 
Your ZIMMER distributor, C. A. Fisher & Sons, 
extends a cordial invitation to visit their booth where 
the latest in Fracture Equipment and Appliances will 


be on exhibit. Of special interest is the new Dual 
Type All Rubber Walking Heel. 


Booth No. 29 


Booth No. 58 


E. Fougera & Company, Inc. 
Hicksville, N. Y. 


Fuller Pharmaceutical Company Booth No. 13 
Minneapolis, Minn. 
TUCKS—-soft, cotton flannel pads medicated with 
witch hazel and glycerin; will be featured at the 
Fuller exhibit. You will find TUCKS convenient, 
safe, and effective in the management of pruritus ani, 
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anorectal surgical wounds, postpartum hemorrhoids 
and other frequently encountered conditions. A sup- 
ply of TUCKS for trial will be gladly sent you on 
request. 


Geigy Chemical Corporation Booth No. 44 


Yonkers, N. Y. 

GEIGY PHARMACEUTICALS cordially invites 
Members and Guests of the Association to visit its 
technical display. Tofranil,® a new agent, specifically 
for depression, will be featured. Information on other 
products valuable in the therapy of rheumatic, meta- 
bolic, dermatologic and cardio-vascular diseases will 
be presented by personnel in attendance. 


Gray Manufacturing Company Booth No. 27 


Hartford, Conn. 


Great Books of the Western World 
Grand Rapids, Mich. 
The Great Ideas Program featuring the master-key to 
the Great Books . . . the SYNTOPICON 
The Great Ideas Program, a new advancement in 
liberal education, is built around the revolutionary 
Syntopicon. This master-key “Idea-Indexes” all the 
Great Books, making it possible to find what the great 
writers and thinkers said about any ideas in minutes. 
The Program will help business and professional peo- 
ple, students, graduates—or anyone interested in ex- 
ploring the fascinating world of great ideas. 


Booth No. 34 


Hack Shoe Company 
Detroit, Mich. 
This month, HACK SHOE CO. completes its 44th 
year of service as “Shoe Fitters to the Profession.’ 
On display will be the supportive types and the purely 
prescription shoes which have made this firm No. 1 
in its field. 
RIPPLE® Sole shoes, developed by the founder of the 
HACK SHOE CO. and now distributed Coast-to- 
Coast and internationally, will also be shown. 


Booth No. 1 


G. A. Ingram Company 

Detroit, Mich. 
“Everything that’s new!” 
“Just made for my practice” 
“Won’t my girl love that!” 
These enviable quotes will apply to the display which 
the G. A, Ingram Company will have at the Michigan 
Clinical Institute. You can’t afford to miss this 
display. 


Booth Nos. 65-66 


Institute of Public Information 
New York, N. Y. 


CONGENERS: CHEMISTRY—PHARMACOLOGY 
Congeners (fusel oil, aldehydes, acids, etc.) are sub- 
stances found in alcoholic beverages that provide their 
taste, bouquet and color. In large amounts, however, 
congeners may produce toxic or irritating reactions. 
This exhibit presents the results of quantitative chemi- 
cal analyses of congeners found in six leading types of 
distilled spirits along with correlated acute oral toxicity 
studies obtained on rats and irritation studies using 
the rabbit eye technique. (Pertinent literature will be 
available. ) 


Booth No. 7 


A. Kuhlman & Company 
Detroit, Mich. 
The A. Kuhlman & Company cordially invites you to 
visit Booth No. 30 and discuss with us our complete 
line of examining room furniture, diagnostic instru- 
ments, surgical instruments and physical therapy equip- 
ment. 


Booth No. 30 
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Lederle Laboratories 
Pearl River, N. Y. 


You are cordially invited to visit the Lederle booth 
where our medical representatives will be in atten- 
dance to provide the latest information and literature 
available on our line. 

Featured will be many of our dependable quality 
products. 


Booth No. 33 


Eli Lilly & Company Booth No. 24 
Indianapolis 6, Ind. 
You are cordially invited to visit the Lilly exhibit 
located in Booth No. 24. The Lilly sales people in 
attendance welcome your questions about Lilly prod- 
ucts and recent therapeutic developments. 


Lloyd Brothers, Inc. Booth No. 22 
Cincinnati, Ohio 
Welcome to the Lloyd Brothers exhibit. Our profes- 
sionally trained sales representatives will be happy to 
greet you and discuss the merits of our products in 
your practice. Of particular interest will be a new 
booklet on erythropoietin, the erythropoietic hormone. 
Maico Hearing Service Booth No. 67 
Detroit, Mich. 
The new Maico Hearing Aid weighing less than one- 
half ounce is so small that the entire unit consisting of 
transmitter, microphone, receiver, battery and ear mold 
is worn in the ear. A complete line of instruments to 
take care of cases from the borderline to the pro- 
foundly deaf. 
Ninety per cent of all precision hearing test instru- 
ments used in America by ear physicians are Maico. 
Marion Laboratories, Inc. Booth No. 26 
Kansas City, Mo. 


One Duotrate Plateau Capsule morning and evening 
resulted in dosage decrease of 878 nitroglycerin tablets 
per week for a group of 50 anginal patients. 
Information relating to the various potencies and com- 
binations of Duotrate Plateau Capsules, as well as a 
complete reprint on the above study are available at 
the Marion Booth. 


Booth No. 70 


Mead Johnson & Company 
Evansville, Ind. 
The Mead Johnson exhibit has been arranged to give 
you the optimum in quick service and product infor- 
mation. To make your visit productive, specially 
trained representatives will be on duty to tell you 
about their products. 


Medco Products Company Booth No. 31 


Tulsa 12, Okla. 
Presenting the MEDCO-SONLATOR. Providing a 
new concept in therapy by combining muscle stimula- 
tion and ultra sound simultaneously through a SINGLE 
Three-Way Sound Applicator. 
The MEDCO-SONLATOR is a distinct advance in 
the effectiveness of physical therapy in your office or 
hospital. A few minutes spent in our booth should 
prove of value to your practice. 

Medical Protective Company Booth No. 32 

Fort Wayne, Ind. 
As the “No. 1 Malpractice Insurer” (Medical Eco- 
nomics, February 3, 1958), The Medical Protective 
Company offers unexcelled coverage. With exceptional 
proficiency in defense, so essential to the Doctor’s 
protection today, its experience in successfully handling 
80,000 claims and suits during sixty-one years of Pro- 
fessional Protection Exclusively is unparalleled in the 
professional liability field. 
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Merck Sharp & Dohme Booth No. 23 

Philadelphia, Pa. 
A new adrenocortical steroid is featured at the Merck 
Sharp & Dohme booth. “DECADRON” dexametha- 
sone possesses all the basic actions and effects of other 
glucocorticoids but in different degree. Its anti-inflam- 
matory activity is more potent on a weight basis than 
any other known glucocorticoid. Electrolyte imbalance 
is not ordinarily a therapeutic problem. 
“HydroDIURIL,” a new, orally effective, non-mer- 
curial diuretic-antihypertensive agent is also of interest. 
This compound is the most potent diuretic agent 
presently available, equaling or exceeding even the 
most potent parenteral organomercurials in diuretic 
activity. 
Technically trained personnel will be present to discuss 
these and other subjects of clinical interest. 


Meyer and Company Booth No. 61 


St. Clair Shores, Mich. 
Many functional disturbances of the alimentary tract 
can be traced to inadequate secretion of digestive en- 
zymes rather than to hyperacidity of the stomach. 
In fact, many patients, particularly among those ad- 
vanced in years, show a relative deficiency of acid 
and ought to be treated with digestive enzymes 
rather than antacids. 
Almezyme, a new product containing two new diges- 
tive enzymes, of non-animal origin, for the digestion 
of carbohydrates and proteins, combined with dehy- 
drocholic acid for its action on fats will be discussed 
by Meyer representatives. 
The fact that the enzymes contained in Almezyme 
do not require enteric coating greatly enhances the 
effectiveness of this product because the carbohydrate 
splitting and proteolytic activity begins the moment 
Almezyme reaches the stomach and continues through- 
out the bowel. 


Michigan Medical Service Booth No. 3 


Detroit, Mich. 
You are cordially invited to visit our booth to obtain 
current information regarding ‘Michigan Medical Serv- 
ice (Blue Shield). Our representatives will gladly visit 
with you and answer any questions you may have 
with regard to your Blue Shield Plan. 


Miles Reproducer Company Booth No. 55 


New York, N. Y. 

Demonstrating “WALKIE-RECORDALL,” LIGHT- 
WEIGHT, MINIATURE, SELF-POWERED BRIEF- 
CASE-CONFERENCE-RECORDER-TRANSCRIBER. 
Solves the Record-Keeping Problem in and out of the 
office. No plug in. Records within sixty feet, filtering 
interfering noises — OFFICE-BEDSIDE INTER- 
VIEWS, LECTURES, STAFF MEETINGS, CON- 
SULTATIONS, HOSPITAL ROUNDS, PERSON- 
NEL TRAINING, TELEPHONE. Excludes every- 
thing except dictation in car, operating room. 
STARTS-STOPS AUTOMATICALLY BY TELE- 
PHONE OR VOICE-ACTUATION—operating room, 
psychiatry, personnel training. CASE HISTORIES 
of permanent, compact, tamper-proof, legally valuable 
RECORDINGS at 3 cents PER HOUR. AUTOMA- 
TICALLY INDEXED for immediate location. Need 
no transcribing. Identifiable, Filable, Mailable. Feath- 
erweight file exceeding 100 belts—to three or to eight 
hours each—can be carried in one’s pocket. No other 
recorder like it in the world. 


Milex Products 

Oak Park, Mich. 
The Milex Company presents a unique line of Gynecic 
Specialties—featuring Milex Folding and Shapeable 
Pessaries, Crescent Diaphragm, Trimo-San (an im- 
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proved therapeutic treatment for trichomonas, moni- 
lia and non-specific bacterial infections), a “cancer 
detection unit,” Amono-Cerv Gel—a_ postoperative 
treatment following cautery or conization and marital 
and menopause guides for patients. 


Miller Surgical Company 

Chicago, Ill. 
See the Miller Electro-Surgical Units and Accessories 
such as Snares, Suction-Coagulation attachments, 
Grasping Forceps, etc. These Units cut, desiccate, 
fulgurate, coagulate and may be used for most delicate 
work up to light major surgery. Also a complete line 
of Diagnostic Equipment consisting of Illuminated 
Otoscope, Ophthalmoscope, Eyespud with Magnet, 
Transillumination Lamps, Mirro Headlite, Vaginal 
Speculum with Smoke Ejector and Gorsch Operating 
scopes and stainless steel proctoscopes, all sizes, with 
magnification. Available also, the Variable Wall Rayo- 
stat which converts battery operated equipment to 
electric. 


Booth No. 42 


MSMS Life, Health and Accident 

Insurance Program 

Lansing, Mich. 
You are cordially invited to stop at Booth No. 20 and 
discuss the MSMS Life, Health and Accident Insur- 
ance Program. 
Representatives of the MSMS carriers will be present 
to answer questions concerning your MSMS group 
coverage. 


Booth No. 20 


Parke, Davis & Company 
Detroit, Mich. 
Medical Service members of our staff will be in at- 
tendance at our booth to discuss important Parke- 
Davis specialties which will be on display. 


Booth Nos. 40-41 


Pfizer Laboratories 

Brooklyn, N. Y. 
The Pfizer Laboratories’ display has been specifically 
arranged for your convenience and to give you the 
maximum in quick service and product information. 
To make your visit worthwhile, technically trained 
Medical Service Representatives will be on hand to 
inform you of the latest developments in Pfizer Re- 
search. 


Booth No. 36 


Professional Life & Casualty Company 


Booth No. 68 
Chicago, II. 


Purdue Frederick Company 
New York, N. Y. 
The Purdue Frederick Company will present: 
Senokot: Neuroperistaltic constipation corrective con- 
taining the total senna glycosides.. 
Arthropan: New rapidly absorbed choline salicylate, 
producing anti-inflammatory, analgesic, antipyretic ef- 
fects in short time without gastric irritation. 
Pharycidin Concentrate: First triple-action throat 
medication. 
Cerumenex: A cerumenolytic containing Cerapon, an 
effective new surfactant. 
Pre-mens: for the treatment of premenstrual tension. 


Booth Nos. 71-72 


Randolph Surgical Supply Company 
Detroit, Mich. 
Randolph Surgical will display many items of interest 
for the medical profession including several new ones. 
We cordially invite you to visit our booth which will 
be staffed by experienced and competent personnel to 
assist you and to welcome our many old friends. 


Booth Nos. 10-11 
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R. J. Reynolds Tobacco Company Booth No. 5 
Winston-Salem, N. C. 
Welcome to the R. J. Reynolds Tobacco Company 
Exhibit! You are cordially invited to receive a cigar- 
ette case (monogrammed with your initials) contain- 
ing your choice of CAMEL, WINSTON Filter, Men- 
thol Fresh SALEM, or CAVALIER King Sige Cigar- 


ettes. 


A. H. Robins Company, Inc. Booth No. 6 


Richmond, Va. 
Pabalate, Pabalate-Sodium Free, and Pabalate-HC 
(with hydrocortisone) are co-featured with Donna- 
zyme, the combination of Entozyme and Donnatal 
components for the complaint of “nervous indigestion” 
and many symptoms of functional GI disorders com- 
plicated by inadequate digestion. Also shown are Ro- 
baxin (tablets and the new, fast-acting Injectable), 
Dimetane Expectorant and Dimetane Expectorant-DC. 


Roche Laboratories Booth No. 14 


Nutley, N. J. 
You are cordially invited to visit the Roche booth 
where our medical representatives will provide you 
with the latest information and literature on our 
products 


William H. Rorer, Inc. 

Philadelphia, Pa. 
Features: MAALOX, the non-consipating, pleasant 
tasting antacid, and the new double strength tablet, 
MAALOX NO. 2. Other product highlights are 
ASCRIPTIN, a rapid-acting professional salicylate, 
FERMALOX, a buffered iron preparation and PARE- 
PECTOLIN, a pleasant tasting antidiarrheal for pa- 
tients of all ages. Representatives will be on hand to 
answer questions about these and other Rorer products. 


Booth No. 35 


Ross Laboratories, Inc. Booth No. 17 


Columbus, Ohio 

Ross Laboratories, who also manufactures Similac, 
features SIMILAC WITH IRON, a new prepared 
infant formula supplying 12 mg of ferrous iron per 
quart of formula. SIMILAC WITH IRON is de- 
signed for use when iron is indicated in infancy, for 
maintenance of iron stores, to provide prophylaxis 
against iron-deficiency anemia and to support the nor- 
mal diet. Some special indications for use are follow- 
ing placental or traumatic blood loss, for prematures 
and twins, for the pallid, irritable, anorectic infant 
with an unsatisfactory blood picture and following 
prolonged infection or diarrhea. 


Booth No. 45 


The Rupp & Bowman Company 
Highland Park, Mich. 
To all of our friends in the medical profession, once 
again we cordially invite you to stop at our booth. 
Have a visit with your representative and see what 
we may have in new items. 


Sanborn Company Booth No. 73 

Cambridge, Mass. 
New ELECTROCARDIOGRAPHS of advanced de- 
sign and function, as well as latest models of other 
instruments for diagnostic use, will be displayed and 
demonstrated at the Sanborn Company Booth No. 73. 
Demonstrations and/or data will also be available on 
Sanborn instruments for biophysical research—single 
and multi-channel recording systems, monitoring oscil- 
loscopes and physiological transducers. 
Qualified Sanborn representatives will be pleased to 
answer questions and assist you with technical prob- 
lems. 
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Sandoz Pharmaceuticals Booth No. 28 
Hanover, N. J. 

Sandoz Pharmaceuticals cordially invites you to visit 
our display at booth No. 28. 

MELLARIL—the first potent tranquilizer with a se- 
lective action (i.e—no action on vomiting centers). 
This unique action gives specific psychic relaxation 
with safety at all dosage levels. 
PLEXONAL—preferred daytime sedative—relaxant. 
Superior to both the barbiturates and Meprobamates. 
CAFERGOT PB—the most effective oral medication 
for the relief of migraine headache with G.I. dis- 
turbance accompanied by tension. 

Any of our representatives in attendance will gladly 
answer questions about these and other Sandoz prod- 
ucts. 


W. B. Saunders Company Booth No. 2 
Philadelphia, Pa. 

Harold Rozema will again be on hand with the com- 
plete Saunders line of books. New 1960 titles of spe- 
cial Clinical interest include: CONN’S Current Thera- 
py for 1960, Bakwin & Bakwin: BEHAVIOR IN 
CHILDREN, Poppen: NEUROSURGICAL TECH- 
NIQUES, and the New Christopher Textbook of Sur- 
gery, edited by Loyal Davis. 


Schering Corporation Booth No. 18 
Bloomfield, N. J. 


Schering Corporation welcomes the members of the 
Michigan Clinical Institute. Featured products include 
‘Miradon, the new oral anticoagulant with predictable 
control proved by 5 years’ pre-introductory clinical 
experience; Fulvicin, the first oral antifungal anti- 
biotic for ringworm; Delenar, the new corticoid-relax- 
ant-analgesic that keeps the rheumatic man in action, 
and Rela, a new muscle relaxant-analgesic that eases 
sprains, strains and low back pains. 


ulius Schmid, Inc. Booth No. 21 
ew York, N. Y. 


An interesting and informative exhibit featuring IM- 
MOLIN Cream-Jel for use without a diaphragm; 
RAMSES Flexible Cushioned Diaphragm; RAMSES 
Vaginal Jelly; VAGISEC Jelly and Liquid for vaginal 
trichomoniasis therapy; and XXXX (Fourex) Skin 
Condoms, RAMSES and SHEIK Rubber Condoms for 
the control of trichomonal re-infection. 


G. D. Searle & Company Booth No. 69 
Chicago, Ill. 

You are cordially invited to visit the Searle booth 
where our representatives will be happy to answer 
any questions regarding Searle Products of Research. 
Featured will be Mornidine, the new synthetic recom- 
mended to prevent or stop nausea and vomiting asso- 
ciated with pregnancy, anaesthesia, radiotherapy and 
gastroenteritis; Dartal, the new tranquilizing agent 
which controls activities associated with anxiety states 
and other neuroses; Enovid, the new synthetic steroid 
for treatment of various menstrual disorders; and 
Nilevar, the new anabolic agent. 

Also featured will be Vallestril, the new synthetic 
estrogen with extremely low incidence of side reac- 
tions; Pro-Banthine and Pro-Banthine with Dartal, the 
standards in anti-cholinergic therapy; and Dramamine 
and Dramamine-D, for the prevention and treatment 
of motion sickness and other nauseas. 


Smith, Kline & French Laboratories Booth No. 19 
Philadelphia, Pa. 

S.K.F. features (1) new “Ornade” Spansule® cap- 
sules, the unique oral nasal decongestant that contains 
a special drying agent in addition to a decongestant 
and an antihistamine; (2) new “Fortespan” capsules, 
high potency multivitamins (therapeutic formula) in 
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Spansule® sustained release capsules; (3) mew “Eska- 
trol” Spansule® capsules, the tranquilized-anorexigenic 
preparation that relieves the underlying psychic stress, 
imparts a sense of well-being and curbs the appetite 
in psychogenic overweight; and (4) Stelazine® Tab- 
lets, the outstanding tranquilizer because it relieves 
anxiety whether expressed as agitation and tension, or 
as apathy, listlessness and emotional fatigue. 


E. R. Squibb & Sons Booth No. 12 
New York, N. Y. 
E. R. Squibb & Sons has long been a leader in devel- 
opment of new therapeutic agents for prevention and 
treatment of disease. The results of our diligent re- 
search are available to the Medical Profession in new 
products or improvements in products already mark- 
eted. 
At Booth No. 12, we are pleased to present up-to-date 
information on these advances for your consideration. 


° 
The Stuart Company Booth No. 9 
Pasadena, Calif. 
The Stuart representatives extend a cordial invitation 
to physicians attending this meeting to discuss with 
them the latest pharmaceutical developments of The 
Stuart Company. Especially featured will be EFFER- 
GEL, EFFERSYL and EFFERSYLLIUM, the first 
effervescent bulk laxatives. Also featured will be 
MULVIDREN—the Softab vitamin for all age groups. 


Testagar & Company, Inc. Booth No. 50 

Detroit, Mich. 
The professional service representatives of Testagar & 
Co., Inc., will be happy to pass on the latest infor- 
mation on the use of Heparin Sodium (Hepathrom) 
as an office procedure in the treatment of acute and 
chronic atherosclerotic conditions; as a treatment for 
peripheral artery diseases. Information is also avail- 
able on the use of Heparin (Hepathrom) as a prophy- 
lactic in coronary artery diseases. 
The latest information, samples and literature will be 
available on Felsules (Fellows-Chloral Hydrate). The 
latest literature stresses the value of Chloral Hydrate 
in the geriatric patient. 


S. J. Tutag & Company Booth No. 75 

Detroit, Mich. 
S. J. TUTAG & COMPANY will introduce the new 
tranquilizer—-SONAZAR TABLETS. SONAZAR is a 
unique combination of proven relaxants and sedative 
like drugs plus TULYN for fast—safe—predictable 
tranquilizing action without undesirable side effects. 
You are cordially invited to stop and visit at Booth 
No. 75—get the full information regarding SONAZAR 
and receive a memento of the convention. 


The Upjohn Company Booth No. 16 

Kalamazoo, Mich. 
“Professional representatives of The Upjohn Company 
are eager to contribute to the success of your meeting. 
We are here to discuss with you products of Upjohn 
research that are designed to assist you in the practice 
of your profession. We solicit your inquiries and 
comments.” 


U. S. Vitamin Corporation Booth No. 46 

New York, N. Y. 
On display—ARLIDIN, the safe vasodilator drug 
with three unique pharmacologic actions: (1) dilates 
predominantly small blood vessels of skeletal muscle, 
(2) imcreases cardiac output without significant in- 
crease in pulse rate, (3) promotes greater circulating 
blood volume. Thus, ARLIDIN (Nylidrin HCl. NNR) 
is indicated in treating intermittent claudication in 
arteriosclerosis obliterans, thromboangiitis obliterans, 
and diabetic vascular disease; also effective in Ray- 
naud’s Syndrome and ischemic ulcers. 
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Grand Rapids Hosts 
AMA Rural Health Meeting 


For the first time in decades, the American Medical Association 
will hold its national rural health meeting. 

The 15th Annual National Conference on Rural Health will be 
held at the Pantlind Hotel, Grand Rapids, February 25-27. 

Michigan doctors are urged to participate in the excellent program 
which will cover such topics as careers on the medical team, im- 
munization for farm families, problems of the aging, health tech- 
niques in 4-H work, food fadism and others. The event is sponsored 
by the AMA Council on Rural Health. 

Members of MSMS taking part in the conference are Milton 
Darling, M.D., Detroit, and Frederick Swartz, M.D., Lansing. Doctor 
Darling will extend greetings from the Michigan State Medical So- 
ciety. Doctor Swartz, chairman of the AMA Committee on Aging, 
will moderate a panel on geriatrics. 

Marvin L. Niehuss, Ann Arbor, president of the Michigan Health 
Council, and vice president and dean of faculties at the University 
of Michigan, also will appear at opening ceremonies of the meeting. 
The Michigan Health Council has been working closely with the 
American Medical Association in the planning and in making other 
conference arrangements. 

The annual banquet will be held Friday evening, February 26, 
with E. Vincent Askey, M.D., Los Angeles, President-Elect of the 
AMA, as the principle speaker. Appearing on the program with 
Doctor Askey will be Mrs. Frank Gastineau, Indianapolis, President 
of the Woman’s Auxiliary to the American Medical Association, and 
Emil Pollard, Ann Arbor, Treasurer of the Student American Med- 
ical Association. 

There will be no registration fee. On Friday, February 26, the 
program runs from 9 a.m. to 5 p.m. The Conference will adjourn 
at noon on Saturday, February 27. 


Offer Translations of Russian Journals 


Pergamon Institute, a non-profit foundation, was formed in 1957 
for the purpose of making available to English-speaking scientists, 
doctors and engineers (from all countries that are members of the 
United Nations), the results of scientific, technological and medical 
research and development in the Soviet Union and other countries in 
the Soviet orbit. The Institute maintains offices at 1404 New York 
Avenue, N. W., Washington and also in London and Oxford. 

The Institute now publishes a number of selected Russian journals 
in translation. They include Atomnaya Energiya (Atomic Energy), 
Electric Technology USSR, Pavlov Journal of Higher Nervous Ac- 
tivity, Problems of Psychology, Problems of Cybernetics, USSR 
Patents and Inventions, Problems of Virology, Problems of Hema- 
tology and Blood Transfusion, Journal of Microbiology, Epidemiology 
and Immunobiology, Biopbysics, Problems of Oncology, The Seche- 
nov Physiological Journal of the USSR, Physics of Metals and 
Metallograpby, Abstracts of USSR Metallurgy, Radio Engineering, 
Radio Engineering and Electronics, Telecommunications and Applied 
Mathematics and Mechanics. 


NATIONAL 
AND WORLD 
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Hospital Construction Declines 


A decline in private hospital construction during 
1959 despite increasing need for facilities was partly 
attributed to rising costs, according to the American 
Association of Fund-Raising Counsel. 

New private hospital construction for the first nine 
months of 1959 was valued at $425 million, a 7 per 
cent decline over the 1958 comparable figures. 

Meanwhile the average daily census in hospitals 
increased by 4.5 million, to a total of 26.5 million. 

Approximately $150 million of the expenditure for 
new construction came in current philanthropy. 

The capital needs of hospitals, estimated at $500 
million a year for the next twenty years, must be in 
large part met through private contributions, the Asso- 
ciation said. It estimates that 55 per cent or $275 
million annually should be obtained from private 
sources. 

Disparity between patient charges and hospital costs 
is growing. In 1957, patient care cost approximately 
$.95 while the same patient in 1958 cost the hospital 
approximately $1.52, an increase of 62 per cent. 
Funds normally earmarked for construction and im- 
provement are frequently siphoned off to make up 
the difference, the Association said. 

In spite of the 7,000 hospitals in the United States, 
at the start of the 1958-59 fiscal year, government 
sources have estimated total need of 864,236 new beds 
and replacement of 280,273 beds which are in use but 
below minimum standards. 


Contends C.D. Measures Wise 


The tenth County Medical Society Civil Defense 
Conference, sponsored by AMA, featured a talk by 
Congressman Melvin Price on the environmental and 
biological effects of nuclear warfare. 

Congressman Price summarized the findings of re- 
cent hearings conducted by a Joint Congressional 
Atomic Energy Subcommittee, which assumed a hypo- 
thetical attack on this country. The conclusion was 
that the nation could recover from such an attack and 
that protection measures are feasible and could great- 
ly reduce the casualties. 

The conference, held in Chicago November 7-8, 
heard J. E. Seagraves, M.D., Chicago, present a paper 
which revealed how the medical nursing and non- 
professional personnel of St. Anne’s hospital handled 
the many seriously injured patients, as a result of a 
disastrous fire in Our Lady of the Angels school in 
Chicago in 1958. Dr. Seagraves pointed out that the 
successful management of casualties was the result of 
a plan which was some seven years in the making. 

Curtis Lohr, M.D., St. Louis, Missouri, reported 
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on the tornado disaster that occurred in St. Louis in 
February, 1959. Dr. Lohr stated the city was well 
prepared in all aspects except in communications and 
the evacuation of casualties. He felt certain that the 
deficiencies would have been revealed by an opera- 
tional test of the disaster plan. Delay in transmitting 
disaster information did not permit the medical field 
service and private ambulances to be called into action. 

Other items of interest or importance discussed at 
the conference disclosed that: 

Veterans Administration Hospitals in the local area 
are available as a resource in the event of a disaster. 

The new Division of Health Mobilization within 
the Public Health Service, U. S. Department of 
Health, Education and Welfare, now has major re- 
sponsibility for planning and guidance in the emer- 
gency health field. 

A reiterance of the need for the continual filtered- 
down training from the Federal level to the nation- 
wide resources personnel, to the lay public was made. 

The lesson plan materials being used in Cleveland 
to train medical and defense aides were adopted from 
material supplied by Detroit. 

Stanley W. Olson, M.D., Dean, Baylor University 
College of Medicine and Surgery, reported that 85 per 
cent of our medical schools have participated in the 
MEND program (Medical Education for National 
Disaster). It may be noted that Wayne State Univer- 
sity will participate beginning January 1960. 

Carl J. Sprunk, M.D., Melvindale, a member of the 
MSMS Committee on National Defense, was the chair- 
man of the conference. 


AMA Session Report 


Speakers covered many topics and resolutions called 
for action on many subjects at the thirteenth annual 
session of the American Medical Association and its 
House of Delegates in Dallas, Texas. Total attendance 
reached 4,727, with 2,742 physicians in attendance. 

Following is a series of short reports covering vari- 
ous aspects of the five-day meeting, December 1-4. 


Johnson, Rayburn Speak 


Two Democratic leaders in Congress told the open- 
ing session of the House of Delegates at Dallas that: 

—Physicians should not fear politicians. 

—Physicians should take a more active role in poli- 
tics and government. 

The speakers were Sen. Lyndon B. Johnson, Senate 
majority leader, and Rep. Sam Rayburn, speaker of 
the House of Representatives. 

Johnson said America must have strength and sol- 
vency if it is to compete successfully against com- 
munism’s goal of controlling the world. 


(Continued on Page 304) 
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Johnson said physicians would suffer personally in 
such an economy since what they practice would 
become a pawn in the realms of public policy. 

“I don’t want to see that happen,” he said. “I 
want to see America maintain an economy in which 
the people can afford health for their bodies, educa- 
tion for their minds, homes for their families, and 
can consult the doctor of their choice.” 

Rayburn told the delegates that the greatest force 
for better government comes from men and women of 
integrity who accept the responsibility of voting—and 
of running for political office. 

Turning to medicine, Rayburn said he is “sorry” 
that so many young men find it difficult to gain 
admission to medical schools. 

Rayburn said he believes that when people talk of 
socialized medicine, they are talking of “something 
no one can define.” 

“I have never seen a man or woman in Congress 
who will say they are for socialized medicine,” he 
said. 


Medical Services Conference 


An interesting conference on medicare was con- 
ducted by The Council on Medical Service. The 
program offered speakers on “Medicare” and “Public 
Welfare Medical Care.” The speakers described the 
problems and methods used in their areas to care for 
the blind, the handicapped and the dependent—in 
general the relief cases. In most cases it is simply 
relief care through established groups in the county, 
the city, isolated regions, including statewide admin- 
istration. In many states or districts medical relief is 
supplied through Blue Cross-Blue Shield in a modified 
form somewhat similar to the veterans home town 
care for so many years in Michigan. The welfare 
administrator certifies to eligibility or gives references 
which authorize the medical care to be paid through 
the prepaid voluntary agencies. Such an arrangement 
was contemplated in a county area in Michigan about 
ten years ago as a trial run experiment, but was dis- 
allowed from Washington. The discussions brought 
out many features of a nationwide problem. 


Health Insurance for Aged 


Robert L. Novy, M.D., of Michigan, was moderator 
for a panel discussion of Health Insurance for those 
over sixty-five. Panel participants reported in rather 
complete detail the plans and actions in their districts, 
state or local that had been accomplished or con- 
templated in carrying out the actions and recom- 
mendations of the A.M.A. House of Delegates in 
December, 1958, and accentuated in June, 1959. 

Also included was a Summary of Activities of 
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State Associations, Component Societies and Local 
Plans, a 43-page booklet giving reports by states. 

David Allman, M.D., Atlantic City, urged nation- 
wide efforts to supply more jobs for the retired. 

The best way to do it is pressure Congress to amend 
Social Security regulations and let the retired earn 
as much as they can—regardless of what they get out 
of Social Security, he said. 


Conference on Athletes 


Nearly 200 physicians, coaches and trainers devoted 
to protecting the physical well being of American 
athletes participated in the first National Conference 
on Medical Aspects of Sports held the day before the 
AMA meeting opened. 

Among the speakers was Hans Kraus, M.D., New 
York University. He stressed the value of physical 
conditioning to prevent injury to persons occasionally 
participating in sports. He said many athletic injuries 
occur when muscles are too weak or too inflexible 
to respond adequately to stress. 


New Medical Films 


The premiere showing was given for “Rehabilitation 
Adds Life to Years,” a new film prepared by AMA 
Committee on Rehabilitation. Another new film, 
shown was “I Am a Doctor,” a medical careers re- 
cruitment film jointly produced by AMA and the 
Association of American Medical Colleges. 


Freedom of Choice 


In considering four resolutions which in various 
ways would have changed or replaced the statements 
on freedom of choice of physician which the House 
adopted in June, 1959, when acting upon the recom- 
mendations in the report of the Commission on Medi- 
cal Care Plans, the House reaffirmed its statements 
approved in Atlantic City. However, in order to 
clarify and strengthen its position on the issue of 
freedom of choice of physician, the House also 
adopted this additional statement which was sub- 
mitted as a substitute amendment on the floor of the 
House: 

“Lest there be any misinterpretation, we state un- 
equivocally that the American Medical Association 
firmly subscribes to freedom of choice of physician 
and free competition among physicians as being pre- 
requisites to optimal medical care. The benefits of 
any system which provides medical care must be 
judged on the degree to which it allows of, or 
abridges, such freedom of choice and such compe- 
tition.” 


Physician-Hospital Relations 


The House received twelve resolutions on the sub- 
ject of relationships between physicians and hospitals. 
(Continued on Page 306) 
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To resolve any doubt about its position, the House 
did not act upon any of the resolutions but instead 
reaffirmed the 1951 “Guides for Conduct of Physi- 
cians in Relationships with Institutions.” It also de- 
clared that “all subsequent or inconsistent actions are 
considered superceded.” 


Scholarship Program 


To help meet the need for an increasing number 
of physicians in the future, the House approved the 
creation of a special study committee.. The commit- 
tee received seven assignments, including the develop- 
ment of a total scholarship program and development 
of methods to interest well-qualified students to enter 
the study of medicine. 


Relative Value Studies 


Reaffirming a previous policy statement, the House 
approved in principle the conducting of relative value 
studies by each state medical society, rather than a 
nationwide study or a series of regional studies by the 
AMA. The House also reiterated its authorization 
for the Committee on Medical Practices to inform 
each state medical association, through regional or 
other meetings, of the purpose, scope and objectives 
of such studies, the steps to be followed in conduct- 
ing studies, the problems which may be encountered 
and the manner in which the results can be applied. 

The House recognized, however, that some state 
medical societies are either not interested in relative 
value studies or are actively opposed to them. It 
pointed out that some state medical associations fear 
that the regional conferences of the Committee on 
Medical Practices will put pressure on them to carry 
out such studies and that this will result in the adop- 
tion of “fixed fees.” Since the regional conferences 
are educational in nature, the House said, it remains 
for each state or county medical association to accept 
or reject the idea of a study in its area. 


Miscellaneous Actions 


The House also: 

Urged that medical schools include in their curri- 
cula a course on the social, political and economic 
aspects of medicine; 

Suggested that the AMA make available to school 
libraries information and literature showing the ad- 
vantages of private medical care and the American 
free enterprise system; 

Urged the American people to get proper tetanus 
toxoid, original and booster, and other immunizations 
as indicated from their physicians, and called on AMA 
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members to cooperate in an educational program on 
tetanus immunization; 

Called upon each individual physician to wage “a 
vigorous, dynamic and uncompromising fight” against 
the Forand type of legislation. 

The House also: 

Learned that the AMA Board of Trustees has ap- 
pointed a liaison committee to meet with a similar 
committee of the American Osteopathic Association 
to consider matters of common concern; 

Emphasized that local medical societies should in- 
sure that no member violates ethical traditions as they 
relate to ownership of pharmacies or stock in pharma- 
ceutical companies; 

Approved the plan of the Committee on Medical 
Rating of Physical Impairment to publish its new 
guide on the cardiovascular system in the A.M.A. 
Journal; 

Called for investigation of the need, desirability and 
feasibility of establishing a home for aged and retired 
physicians, 

Urged active promotion and careful study of the 
newly developed “Guides for Medical Care in Nurs- 
ing Homes and Related Facilities’; 

Suggested that fees for consultative examinations 
under programs of the Bureau of Old Age and Sur- 
vivors Insurance should be adjudicated directly be- 
tween the state medical society and the state agency 
involved; 

Registered a strong protest to the Veterans Admin- 
istration, urging stricter screening of non-service-con- 
nected disability patients admitted to government 
hospitals; 

Reiterated the Association’s support of the Blue 
Shield concept and directed the Council on Medical 
Service to submit at the June, 1960, meeting its re- 
commendations concerning a policy statement on 


AMA relationship with Blue Shield plans. 


Heads National Blue Cross 


James E. Stuart is the new president of the Na- 
tional Blue Cross Association. Formerly executive 
vice president, Mr. Stuart succeeded Basil C. Mac- 
Lean, M.D., on January 1, 1960. Dr. MacLean will 
continue to serve the association as consultant. 

A former consultant to the United States Health, 
Education and Welfare Department and administrator 
of public welfare programs for Hamilton County, 
Ohio, Mr. Stuart has been active in the Blue Cross 
movement since January 1, 1942 when he assumed 
the post of Executive Director of the Cincinnati, 
Ohio, Plan. Prior to his appointment as executive 
vice-president of the Blue Cross Association on Oc- 
tober 1, 1957, Mr. Stuart served as chairman of the 
Board, and chairman of the Blue Cross Commission. 
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Wesson satisfies the most exacting appetites 


To be effective, a diet must be eaten by the patient. The 
majority of housewives prefer Wesson particularly by the 
criteria of odor, flavor (blandness), and lightness of color. 
(Substantiated by sales leadership for 59 years and recon- 
firmed by recent tests against next leading brand with iden- 
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multiple active compounds which remain active throughout 
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gens, including resistant strains of Staph. aureus. 
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1. English, A. R., and McBride, T; J.: Proc. Soc. Exper. Biol. & 
Med. 100:880 (Apr.) 1959. 2. Celmer, W. D.: Antibiotics Annual 
1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 277. 
3. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
8:420 (Aug.) 1958. 
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Concerning Emergency Call Duty 


Dear Doctor: 


I have given consideration to the questions raised by your inquiry 
with respect to the liability of physicians in your community who 
volunteer for emergency call service at your local hospital. 

As | understand the general background situation, the entire med- 
ical staff at the hospital (excepting those who may be excused by 
reason of age) is obligated for emergency duty at the hospital on 
a rotating basis for one-week periods. Whatever physician is on 
call is summoned for emergencies coming into the hospital unless 
the patient requests a specific physician. Each emergency case is 
seen by the physician on call who then decides whether he can 
handle the case. If, in his opinion, he cannot, he contacts any other 
staff physician who he feels can handle the situation and refers the 
case to him. Among the physicians who participate in the rotation of 
emergency call are those in such specialties as internal medicine, 
ophthalmology, pediatrics and radiology, many of whom, in their 
customary work, are not called upon to handle cases involving lacer- 
ations, fractures or acute bodily injuries in general. Referral to ap- 
propriate specialists can usually be accomplished where deemed neces- 
sary but sometimes is not feasible and the emergency call physician 
must treat the patient as best he can. 

With this general background, | offer my observations as follows. 
The general applicable rule of law can be stated to be that by as- 
suming to render medical care a physician represents and warrants 
that he has the learning and skill of the average member of the 
medical profession in the community in which he resides. I realize 
that the term “average skill” offers a somewhat indefinite standard 
and one which, at best, varies with the community involved. To a 
very considerable extent the physician, himself, must be the judge 
of his own qualifications. If he honestly believes that he can ade- 
quately care for the average case which is likely to be presented 
to him and that he can reasonably expect that others with greater 
qualifications will be available if and when needed, | believe that 
he can safely volunteer to participate in such services. If, however, 
he feels that it is probable that he will be called upon to render care 
for which he is not qualified, it is my opinion that he cannot safely 
volunteer for such services unless he does so only because no one 
better qualified is available. 

By way of illustration, let me put it this way: If a physician who 
specializes in radiology or ophthalmology, for instance, were to come 
across a seriously injured person on the highway who required 
emergency attention, it would rather obviously be not only his right 
but his duty to do the best that he could under the circumstances 
and certainly, he would incur no legal liability in so doing. In such 
an instance, the emergency would justify his using such limited 
skills as he might possess. If, however, he assumed to take charge 
of such a case voluntarily and when a fully qualified man was avail- 
able, he would, in my judgment, render himself legally vulnerable. 
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In essence, then, two basic factors are involved in 
the answer to your question. First, does the doctor 
in question honestly feel that, in relation to the serv- 
ices which he will probably be called upon to render, 
that he posseses the average skill and training of 
those practicing in his community who customarily 
handle such cases? If he does, then he incurs no lia- 
bility if he exercises that skill properly and to the 
best of his ability. If, on the other hand, he does 
not possess or does not regard himself as possessing 
that average skill, he is justified in acting only in the 
emergency which results from the unavailability of 
more skilled and adequately trained physicians. In 
short, he would be justified in volunteering to serve 
only if and when no more adequately trained or 
skilled physicians were available. 

I am sure you will appreciate that it is impossible 
to give completely categorical answers to your ques- 
tions and | trust that the foregoing observations will 
be of some guiding benefit. If further specific ques- 
tions occur to you, the answers to which might help 
to further clarify the matter, | shall be happy to be 
of any further assistance possible. 


Sincerely yours, 
Lester P. Dopp 
Legal Counsel, MSMS 
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Concerning Administration of Drugs 


by Practical Nurses 
Dear Doctor: 

I regret the delay in replying to your inquiry with 
respect to the problems involved in the utilization of 
practical nurses in the administration of drugs and 
medications. The problem is a difficult one because 
of some degree of conflict between the legal and prac 
tical factors involved. 

I have made numerous inquiries as to what others 
are doing or contemplating in this area and find a 
great divergence of thought and action. | find that 
at least one hospital in your community is utilizing 
practical nurses, under certain limitations, in the ad- 
ministration of medications and that several others 
are contemplating doing so. In the case of the hospital 
which presently has such a plan in operation, a train 
ing program is being carried out under which selected 
practical nurses are trained under physicians and 
registered nurses. This hospital reports that its pro- 
gram is working out satisfactorily. 

It must, however, in my opinion, be emphasized 
that even though there is an area in which the serv- 
ices of the practical nurse can be utilized legally in 
administering drugs, this area is definitely limited by 
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law regardless of the amount or quality of training. 
Under the Michigan Statutes regulating and licensing 
nurses, a registered nurse is defined as one “who has 
been authorized by the state to perform any profes- 
sional service requiring the application of principles 
of nursing based on biological, physical and social 
sciences, such as responsible supervision of a patient 
requiring skill in observation of symptoms and reac- 
tions and the accurate recording of same, and execu- 
tion of treatments and medications as prescribed by a 
licensed physician, and the application of such nursing 
procedures as involve understanding of cause and 
effect in order to safeguard life and health.” 


Under the same Statute a licensed practical nurse 
is defined as “one who has been authorized by the 
state to perform such duties as are required in the 
physical care of a patient and in carrying out the 
medical orders as prescribed by a licensed physician, 
requiring an understanding of nursing but not requir- 
ing the professional service as defined above. The 
term ‘licensed practical nurse’ is further defined as 
one who is authorized by the state to care for sub- 
acute, convalescent and chronic patients requiring 
service under public health nursing agencies, or in 
institutions, or in homes, working under the direction 
of a licensed physician or the supervision of a regist- 


ered professional nurse, or one who is authorized 
by the state to assist a registered professional nurse 
as a member of a team caring for acutely ill patients, 
and who is prepared to give household assistance when 
it contributes directly to the welfare of the patient. 


Under an opinion of the Attorney General of Mich- 
igan, it has been held that the giving of skin tests, 
x-ray treatments, or hypodermic injections in the 
diagnosis or treatment of ailments or diseases by a 
person who is not a registered nurse or licensed 
medical practitioner is unlawful (O.A.G. 1937-8, p. 
357). 


While, admittedly, the foregoing definitions and 
opinions leave much to be desired by way of clarify- 
ing the distinctions between the functions of the two 
classes of nurses, it seems to me that the situation 
boils down to this: 


1. The practical nurse cannot be permitted to do 
the specific acts (such as administering anes- 
thetics, hypodermic injections, skin tests, x-ray 
treatments, etc.) which have been held to be 
solely within the province of the registered 
nurse or registered physician. 


The practical nurse may be permitted to admin- 
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ister medications under the supervision of a reg- 
istered nurse or registered physician, but only 
under direct supervision or under direct orders 
which do not allow her to use her own judg- 
ment. 

The practical nurse cannot be placed in direct 
charge, but must always be under direction and 
supervision. 

It is only, in my opinion, within these limitations 
and after adequate training that the services of li- 
censed practical nurses can be safely utilized in the 
area under discussion. The failure to recognize these 
lines of demarcation may result in the imposition of 
legal liability in any of three ways. First, the violating 
nurse may be subject to revocation of license. Sec- 
ond, the violating nurse may be subject to criminal 
prosecution, and, Third, civil liability (suits for dam- 
ages) for her acts may be imposed not only upon her 
but upon her employers and supervisors. 


Very truly yours, 
Lester P. Dopp 
Legal Counsel, MSMS 


AMA Law Session Soon 


On May 20 and 21, 1960, the Law Division of the 
American Medical Association will hold its third bi- 
ennial legal conference for medical society representa- 
tives. This meeting is designed to serve as a post- 
graduate course for attorneys representing medical 
societies and to better acquaint executives with the 
legal problems that exist so they may make the fullest 
use of their legal counsel. 


New California Law 


Recently a law went into effect in California which 
grants professional immunity to physicians who give 
first aid at the scene of an accident. The new law 
provides : 

“No person licensed under this chapter (business 
and professions Code) who in good faith renders 
emergency care at the scene of the emergency, shall 
be liable for any civil damages as a result of any 
acts or omissions by such a person in rendering the 
emergency care.” 

The new law does not define the word emergency 
nor does it state the locale where an “emergency,” 
can occur. The interpretation of these words will 
have to await court decisions—The Citation, Vol. 2 
No. 6, Nov. 20, 1959. 


The average patient in a general hospital today spends 
8.6 days there—a decline of about one-third from the 12.5 
average of twenty years ago. 
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Pathology Comment 


The Coombs Test 


The Coombs test (antiglobulin test) is a very sensitive 
method of demonstrating any antibody capable of being 
adsorbed on erythrocytes. The history of its development is 
similar to that of many other scientific discoveries; the test 
was first described by Freidberg and Moreschi in 1908, but 
it went unappreciated until rediscovered by Coombs thirty- 
seven years later. 

The Coombs test is of particular help in the demonstra- 
tion of the antibody of acquired hemolytic anemia. It has 
also proved so useful in blood banking that in many labora- 
tories it is a routine part of cross-matching procedures for 
the detection of absorbed antibodies. 

The Coombs or anti-gamma globulin serum is prepared by 
injecting human gamma globulin into rabbits to produce an 
anti-human gamma globulin. The test is periormed by mix- 
ing red blood cells with Coombs serum. There is clumping 
of these red cells only if an antibody is present “coating” 
these red cells. The Coombs test may be either “direct” or 
“indirect.” 

Direct.—Coombs reagent and patient’s cells. A positive 
reaction indicates sensitization of the cells. 

Indirect—An unknown serum is mixed with the known 
red cells; these cells are then tested with Coombs reagent 
to see if they have become coated by antibodies. 

Interpretation.—A positive Coombs test in a patient with 
hemolytic anemia is usually pathognomonic of the acquired 
type. In the congenital hemolytic anemia the erythrocytes 
or their hemoglobins are atypical and the Coombs test is 
negative because there are no circulating antibodies in the 
serum. Congenital hemolytic icterus, or hereditary sphero- 
cytosis, a disease usually cured by splenectomy, should be 
verified by the presence of a negative Coombs test. The 
Coombs test is also negative in the many hemolytic anemias 
associated with congenital abnormalities of hemoglobin. 

The blood in acquired hemolytic anemias often contains 
these incomplete antibodies demonstrable by the Coombs 
test. Idiopathic acquired hemolytic anemia, the acquired 
hemolytic anemias secondary to leukemia, lymphosarcoma, 
L.E., thrombotic thrombocytopenic purpura, and hemolytic 
anemia following virus pneumonia and paroxysmal cold 
hemoglobinuria also have positive Coombs tests along with 
other diagnostic serologic tests. Hemolytic disease of the 
newborn will give a positive Coombs test with CDE (Rh) 
incompatibilities and often in ABO incompatibilities. 

Negative tests are found in the hemolytic anemias of 
hypersplenism, drug sensitization, septicemia, severe burns, 
and uremia. Here it is the red cell structure which seems 
to be damaged instead of alteration of plasma proteins 
Paroxysmal nocturnal hemoglobinuria is an acquired hemo- 
lytic anemia with a negative Coombs test, but in this condi- 
tion the erythrocytes are abnormal. 

The value of the Coombs test in diagnosis of hemolytic 
anemias and prevention of transfusion reactions is thus quite 
apparent. 


(This column is sponsored by the Michigan Pathological 
Society) 
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Laboratory Study of Bleeding Disorders 


In the study of a bleeding disorder, three factors must be 
evaluated. The first is the integrity of the vascular wall; this 
can be determined by means of the tourniquet test and the 
bleeding time. The blood platelets, or thrombocytes, are the 
second factor; they can be evaluated by means of a platelet 
count and by careful study of platelet morpbology. The 
third factor involves the plasma components. There are 
many of these and they are considerably more difficult to 
evaluate than the vascular wall and the platelets. 


The simplest test is a determination of the clotting time 
of the blood by the Lee-White method. In glass tubes 
clotting normally occurs in five to ten minutes. Prolonged 
clotting time signifies either a severe disturbance of the 
clotting mechanism or the presence of a circulating anti- 
coagulant. If the clotting time is prolonged a prothrombin 
time should be performed. A normal prothrombin time ex- 
cludes most deficiencies of prothrombin, labile, or stable 
factors and fibrinogen. Relatively simple variations of the 
one-stage procedure can differentiate isolated deficiencies of 
certain factors. 


If the prothrombin time is normal the defect may be as- 
sumed to be in the formation or generation of thromboplastin 
or due to a circulating anticoagulant. The prothrombin con 
sumption test can be utilized to substantiate this assumption 
This is basically a prothrombin time determined for serum 
instead of plasma. If adequate thromboplastin was formed 
during the clotting the serum will contain very little pro- 
thrombin and the time will be greatly prolonged. However, 
if the serum prothrombin time is short, e.g., fifteen to thirty 
seconds, a deficiency in thromboplastin is indicated. 


The thromboplastin generation test is more accurate than 
the prothrombin consumption test in detecting minor abnor- 
malities of thromboplastin formation. The test formerly was 
performed only in medical centers, but standardized reagents 
in dried form have become available so it can now be part 
of hospital laboratory routine. In this test the two prin- 
cipal plasma factors, antihemophilic globulin (AHG) and 
plasma thromboplastin component (PTC) can be assayed. 
Known factors (AHG or PTC, and platelet factor) are 
mixed with patient’s plasma. At short intervals aliquots of 
this mixture are removed and assayed for thromboplastin 
activity. If the patient’s plasma plus the AHG reagent fail 
to form thromboplastin in adequate amounts, and the pa- 
tient’s plasma plus PTC reagent does form thromboplastin, 
a deficiency in PTC or Christmas disease is indicated. If 
the reverse is true, i.e., thromboplastin is formed with AHG 
reagent and not PTC reagent, a deficiency of AHG is 
present and the patient has classical hemophilia. For specific 
therapy it is essential to know which of these two factors 
is deficient. AHG is found only in fresh blood, whereas 
PTC is present in adequate amounts in bank blood. 


Circulating anticoagulants can be detected by mixing the 
patient’s blood with normal blood. If an anticoagulant is 
causing the failure of the blood to clot, mixed normal and 


(Continued on Page 326) 
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Elect Health Council Leaders 


Six members of MSMS, along with seven prominent laymen who 
have taken an active interest in Michigan health affairs, were elected 
to offices in the Michigan Health Council at the organization’s annual 
meeting. 

Sidney E. Chapin, M.D., Dearborn, secretary of the Michigan 
Heart Association, was named President-Elect. Doctor Chapin will 
take office next December. 

The Michigan Health Council President for 1960 is Marvin L. 
Niehuss, Ann Arbor, Vice-President and Dean of Faculties of the 
University of Michigan. Otto K. Engelke, M.D., Ann Arbor, Direc- 
tor of the Washtenaw County Health Department, is the retiring 
president. 

J. K. Altland, M.D., Lansing, Associate Commissioner, Michigan 
Department of Health and a past-president of the Health Council, 
was elected Medical Director. Harry B. Zemmer, M.D., Lapeer, 
continues as President Emeritus. 

M.D.s named to the Board of Trustees for three-year terms were 
S. D. Steiner, M.D., Detroit, Medical Director, General Motors 
Corporation; E. A. Irvin, M.D., Dearborn, Medical Director, Ford 
Motor Company, and Doctor Chapin. The balance of the Board 
Members elected were Russell Fairles, Lansing, Vice-President of 
Michigan National Bank; Paul A. Miller, Ph.D., East Lansing, Pro- 
vost, Michigan State University; Herbert Estes, Ann Arbor, a mem- 
ber of the Executive Committee of Alma College Board of Trustees; 
and Andrew Pattullo, Battle Creek, Director, Division of Hospitals, 
W. K. Kellogg Foundation. 

Hugh W. Brenneman, Lansing, Public Relations Counsel of MSMS, 
was elected to succeed himself as secretary. L. Gordon Goodrich, 
Detroit, Vice President of Blue Shield, was returned to the post 
of treasurer. 

The annual meeting was held in Detroit on December 9. 


Honor Science Editors 


Three Detroit science writers were honored by the Michigan 
Cancer Foundation at its annual meeting on December 15. The 
awards were for significant contribution in the saving of lives from 
cancer. The specially inscribed plaques went to Mrs. Jean Pearson, 
Detroit Free Press; Merle Oliver, Detroit News; and Jack Pickering, ANCILLARY 319 
Detroit Times. 

In presenting the awards, C. F. Arnold, retiring board chairman, 
said: “Year after year these journalists have dedicated themselves 
to fighting disease with the power of the pen rather than with 
microscope and test tube and have followed our endeavors faithfully 
and reported them honestly.” 


Name New Executive 


Duncan M. Laidlaw has been appointed executive director of the 
Michigan Chapter of the Arthritis & Rheumatism Foundation with 
headquarters at 7338 Woodward Avenue, Detroit. 

Mr. Laidlaw, formerly with naval education, public information 
and personnel service, succeeds J. Howard Stephenson, who will 
continue with the chapter as a director. 
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Public Health Aspects of 
Tuberculosis Control 


In considering public health aspects of tuberculosis, 
it is suitable to consider the victims of the disease in 
three categories. 

1. Those who have had tuberculosis and have 
been successfully treated. 

2. Those who have tuberculosis and do not 
know it. 

3. Those who have tuberculosis but refuse to 
accept treatment. 


In the first group, we have those patients who have 
been or are being given proper treatment, resulting 
in a safe discharge from the sanatorium. Prior to the 
advent of modern chemotherapy, we could expect a 
relapse rate of about 25 to 30 per cent in these 
patients. At the present time, this relapse rate is 
under 5 per cent. While it is most important to 
follow up these patients, they do not represent the 
public health hazard that they did ten or fifteen 
years ago. 

In the second group, we have the unknown cases 
of tuberculosis, each one of which represents a pos- 
sible source of infection; each one of which is the 
result of someone else’s infection. Our experience 
shows that about 5,500 new cases are reported an- 
nually, of which about 55 per cent are active or 
probably active. On this basis, we estimate that there 
are about 6,000 persons with active tuberculosis in 
Michigan who do not know it. 

The third group represents the most serious prob- 
lem today in tuberculosis control. Included in this 
group are anti-social people, alcoholics, vagrants, crim- 
inals, etc. In the eighteen month period from January 
1, 1958 to June 30, 1959, 1,410 patients left Michigan 
tuberculosis sanatoriums against medical advice. 

A review of these cases produces a history of grad- 
ually progressive pulmonary tuberculosis, with very 
brief treatment during temporary stays in sanatoriums. 
This intermittent therapy has the secondary result of 
induced drug-resistance. After their unauthorized de- 
parture from the hospital, they often revert to positive 
and raise drug-resistant organisms in their sputum. 
These people infect others with their disease, neces- 
sitating expensive hospital care at public expense. 


Eprror’s Nore: €ach month, the State Health Com- 
missioner is invited to express his views on health matters 
and Michigan Department of Health activities. 
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They also render themselves immune to the effects of 
proper treatment, so that they eventually become ad- 
vanced cases of pulmonary tuberculosis, ill to the 
point where they can no longer exist outside the hos- 
pital, but still able to live for long periods in the 
protection of the sanatorium and its three meals 
a day. 

Not only have we lost a good part of our invest- 
ment in treating these patients, but our tax money 
is further obligated to pay for the care of new cases 
stemming from the attitudes and lack of responsibility 
of this group. The re-seeding of tuberculosis in our 
communities is undoubtedly coming as much from 
these recalcitrant patients with active disease as it 
is from the new known cases occurring in the pop- 
ulation. 

In spite of this, we are making progress in con- 
trolling tuberculosis. Thirty years ago it is estimated 
that the tuberculin reactor rate among school children 
was around 20 to 25 per cent. Today the reactor 
rate is under 5 per cent and in some areas as low as 
1 per cent. We can conclude from this that the reser- 
voir of infection is dwindling so that a child today 
has a considerably smaller chance of being infected 
with tuberculosis. 

While we have come a long way, the demon is still 
loose in our midst, and there is still much to be done. 
Now, more than ever, alertness to the possibility of 
tuberculosis in a patient is necessary. Whether the 
administration and physicians in a hospital know it 
or not, patients with active tuberculosis are being ad- 
mitted every day. We, in tuberculosis control, have 
known for a long time that the number of tuberculosis 
cases developing in general hospital employes is much 
higher than in tuberculosis sanatorium employes. The 
reason is obvious: in the sanatoriums they know that 
the patients with whom they deal have tuberculosis 
and they protect themselves; in the general hospitals, 
they do not. 

We are going to be protected only by a high index 
of suspicion of tuberculosis. By concerted effort on 
the part of all of us, we can institute the widespread 
use of the admission chest x-ray. If we stand firm on 
this, it will come eventually through the insistence of 
the insurance companies carrying hospital employe’s 
compensation insurance. The precedent has been set 
and tuberculosis has been identified as a hazard in the 
occupation of persons working in the care of patients. 


(Continued on Page 323) 
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Perhaps the greatest threat today is the willingness 
on the part of the general public to believe that 
tuberculosis is no longer a problem. Nothing could 
be farther from the truth. We are confronted with 
an old axiom of communicable disease control: No 
communicable disease has ever been completely con- 
trolled without an effective immunizing agent. 

So far we do not have such an agent, and there is 
only a theoretical promise that one will be developed. 
We may have scourged the demon but we still have 
not put him in headlong retreat. He can rise up 
immediately at the first sign of relaxation on our part. 


Michigan Cancer Foundation Elects 


Howard P. Doub, M.D., Detroit, is the new presi- 
dent of the Michigan Cancer Foundation. Doctor 
Doub is the former president of the dissolved South- 
eastern Michigan Division of the American Cancer 
Society. The election was one of the highlights of 
the annual dinner meeting held December 15, 1959, 
at the Wayne County Medical Society headquarters. 
John R. Heller, M.D., director of the National Cancer 
Institute as the evening speaker, reported that tests 
are continuing with 100 different drugs and twenty 
chemical compounds which have been found at least 
temporarily effective in controlling cancer. 

R. L. Mainwaring, M.D., Dearborn, was elected a 
vice-president and Lyndle R. Martin, M.D., Detroit, 
secretary. 

Re-elected to the board of directors were Dr. Main- 
waring, John L. Barrett, M.D., Royal Oak; John J. 
Marra, M.D., Pontiac; O. A. Brines, M.D., and Wil- 
liam Bromme, M.D., Detroit. 

Elected as new members of the board were Milton 
A. Darling, M.D., Detroit, president of the Michigan 
State Medical Society; Walter Stryker, M.D., Wyan- 
dotte; James D. Fryfogle, M.D., James C. Cook, 
M.D., Detroit, and Donald Sweeney, Jr., M.D., 
Detroit. 


Auxiliary Honors Speech Winners 


Six winners in the eighteenth annual high school 
Tuberculosis Speaking Project were presented awards 
by Mrs. Harold H. Gay, president of the Woman’s 
Auxiliary to the Michigan State Medical Society. The 
winning scripts were chosen from 104 entries sub- 
mitted from fifty-two high schools. Nearly 2,000 
students participated in the overall program. 

The speaking program is co-sponsored by the Mich- 
igan Tuberculosis Association and the Auxiliary to 
MSMS. 


Winners were Judi Landwehr, Mt. Pleasant; Kath- 
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leen Sullivan, Republic; Rose Boudreau, Flint; Bar- 
bara Pearson, Marquette; Larry Steck, Calumet, and 
Carol Wolin, Flint. 


MSMAS Educational Seminar Set 


The third annual Educational Seminar of the Mich- 
igan State Medical Assistants Society will be held at 
Detroit, March 9, in conjunction with the Michigan 
Clinical Institute. The morning-afternoon program 
will be held at the Pick-Fort Shelby Hotel. 

Registration will begin at 9 a.m., with the first 
address at 10:15. Hugh W. Brenneman, MSMS 
public relations counsel, has been selected to give the 
L. Fernald Foster Memorial Lecture about ‘“Profes- 
sional Philosophies and How They Work for You.” 
Then the Wyeth Laboratories film, ‘First Contact: 
The Medical Assistant,” will be shown. Luncheon 
will be served at 12:15 p.m. 

The afternoon speakers are Miss Arlene M. Putt, 
R.N., Ann Arbor, University of Michigan School of 
Nursing, and John R. G. Gosling, M.D., Ann Arbor, 
University of Michigan Medical School and Health 
Service. 


Reservations may be made with Mrs. Esther Reg- 
naert, 7815 E. Jefferson, Detroit 14. 


MHA Board to Meet 


The Michigan Heart Association Board of Trustees 
will meet at 3:30 p.m., March 11, 1960, at the 
Sheraton-Cadillac Hotel, in conjunction with the an- 


nual MCI. 


Sponsor C.D. Workshop 


Interested Michigan doctors are invited to partici- 
pate in the Physician and Hospital Workshop for 
Disaster Medical Care in Battle Creek, March 30. 
MSMS is co-sponsoring the important event with the 
Michigan Hospital Association and the Michigan 
Office of Civil Defense. The workshop will be held 
from 9:30 a.m. to 4 p.m. at the Office of Civilian 
Defense Mobilization at Battle Creek. 


Health Conference Stresses Medical Recruitment 


Careers in medicine and related fields were urged by members of the Woman’s Auxiliary to the 
MSMS at the regional Rural Health Conference sponsored in Detroit by the Michigan Health 


Council in November. 


Pictured above talking to students is Auxiliary Recruitment Committee chairman Mrs. Don A. 
Young of Bloomfield Hills (second from right). Mrs. Walter Obenauf, Pontiac (right) and Mrs. 
Paul F. Dumke (third from right) also were on hand at the MacGregor Memorial Conference Center 
to talk to the many young people interested in medical careers. 
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Cancers of the breast, cervix, and rectum 

. three common and too frequently 
fatal sites of cancer . . . can often be 
controlled through early detection and 
proper treatment. The methods and 
means are available now. Yet many 
more cures in these sites could be ef- 


fected than are now being achieved. 


The American Cancer Society, in its 
broad public education program, em- 
phasizes the importance of an annual 
health examination for all adults. It 
also brings to physicians information on 
the value of regular examination of the 
breasts, the routine "Pap" smear, and 
the proctoscopic examination, to save 


lives from cancer. 


An alerted public and medical 
profession can win a major victory 


over cancer... now, 


AMERICAN CANCER SOCIETY 
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Obstetrical Brevits 


Heart Disease and Pregnancy 


Study of maternal deaths from heart disease in Michigan 
conducted by the Maternal Health Committee of the Michi- 
gan State Medical Society and the Michigan Department of 
Health prompt the publication of the following statements 


1. Women with heart disease severe enough to produce 
symptoms while at rest or with slight exertion tolerate poorly 
the stress of pregnancy and the immediate postpartum period 
Logically, they should be advised to avoid pregnancy and be 
appropriately instructed and provided with the means of 
contraception or sterilization according to their religious 
faith and the laws of the State. 

2. To avoid disaster, the early examination of a pregnant 
woman must include careful appraisal of history, physical 
signs and symptoms suggesting previous or current heart 
disease. 

3. Having discovered heart disease, someone must accept 
the responsibility of following its course not only through 
the pregnancy but through the postpartum period. 

4. To treat heart disease in pregnancy, do this 


(a) Reduce the dangers of intercurrent infection by re- 
ducing exposure to infection, by using available 
vaccines against influenza and poliomyelitis and by 
treating energetically with antibiotics such infections 
as do occur. Rheumatic hearts, and congenitally 
deformed hearts may be protected from subacute 
bacterial endocarditis resulting from peptic foci in 
the female genital tract, mouth and nasopharynx by 
prophylactic antibiotics during labor and the puer- 
perium. 

Treat co-existing conditions which place extra load 
upon heart, i.e., hypertension, anemia, obesity, 
hyperthyroidism. 

Minimize fatigue and stress. 

If signs and symptoms of heart failure develop, 
promptly employ bed rest, digitalization, sodium re- 
striction and diuretics. If more severe, add oxygen, 
IV aminophyllin, morphine and rotation of tourni- 
quets about extremities. 

(e) If auricular fibrillation occurs, Quinidine may re- 
store normal rhythm. 

(f) If heart failure is due to mitral stenosis, commis- 
surotomy should be considered in first trimester. 

(g) Avoid overloading circulation with IV fluids. 


5. Heart failure in the first trimester calls for consultation 
and consideration of physical, psychological, social, legal and 
religious factors before recommending abortion. 

6. The critical periods in the management of heart disease 
in pregnancy are during the seventh and eighth months and 
in the first and second days after delivery. Most deaths due 
to cardiac failure occur in these two periods—the majority 
in the seventh and eighth months. 


(This column is sponsored by the Michigan Society of 
Obstetrics and Gynecology) 
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7. The presence of heart failure is no indication for ante- 
partum Cesarean section, hysterectomy or premature induc- 
tion of labor. These procedures lead to greater mortality, 
morbidity and fetal wastage than spontaneous delivery and 
should be avoided unless there is definite obstetrical indica- 
tion or danger of rupture of aneurysm 


8. To avoid deaths from acute cardiac arrest, do this: 


(a) Careful examination of cardiac status before onset 
of labor, 
(b) Maintain adequate oxygen supply during anesthesia, 


(c) Learn technique of cardiac resuscitation. 


9. The cardiac patient, once safely delivered, still has 
heart disease and needs to be followed after her discharge 
from the hospital. 

10. I would suggest that with advancement of cardiac 
surgery no woman should be considered a cardiac cripple 
justifying sterilization until all factors are well evaluated 
Cardiac surgery is a new factor for evaluation and we must 
realize its tremendous impetus 

JoHN Fopgano, M.D. 
E. FreeMaAN Hersgy, M.D 


American Board of Obstetrics and Gynecology 


Applications for certification in the American Board of 
Obstetrics and Gynecology, new and reopened, Part I, 
and requests for re-examination in Part II are now being 
accepted. All candidates are urged to make such applica- 
tion at the earliest possible date. Deadline for receipt of 
applications is August 1, 1960. No applications can be 
accepted after that date. 

Candidates are requested to write to the office of the 
Secretary for a current Bulletin, if they have not done so, 
in order that they may be well informed as to the present 
requirements. Application fee ($35.00), photographs, and 
lists of hospital admissions must accompany all applica- 
tions. 

After July 1, 1962, this Board will require a minimum 
of three years of approved progressive Residency Training 
to fulfill the requirements for admission to examination. 
After the above date, training by Preceptorship will no 
longer be acceptable. Therefore, the initiation of Pre- 
ceptorships will not be approved after July 1, 1960. 

Applications should be addressed to the Secretary, Robert 
L. Faulkner, M.D., 2105 Adelbert Road, Cleveland 6, Ohio. 


PATHOLOGY COMMENT 
(Continued from Page 318) 


patient’s blood will also fail to clot or will clot very slowly. 
If the defect is due to a clotting factor deficiency, the mix- 
ture will clot in a normal period of time. 

Laboratory study of a coagulation disorder often is a 
costly and time-consuming process and should always be 
preceded by a routine complete blood count and usually by 
consultation between the patient’s physician and the patho- 
logist. 


JMSMS 





Aim News Items at M.D. Target 


GRANTS AID WAYNE STATE—Gifts and grants totaling nearly 
$352,000 were accepted recently by Wayne State University Board of Gov- 
ernors. 

The Tobacco Industry Research Committee granted $10,125.75, for research 
in cellular physiology of heart muscle and measurement of coronary blood 
flow, to be conducted by Richard J. Bing, M.D. 

Grants were received from the Population Council, Inc., of the Rockefeller 
Institute for $6,123 and from Harper Hospital, $5,745 

Student aids amounting to $6,744.04 from the U. S. Public Health Service 
were received, plus $5,184 to continue medical student part-time research 
The College of Medicine Alumni Association, through the Wayne State Fund 
gave $4,650 for loans to College of Medicine students 

International Business Machines Corporation donated a magnetic tape unit 
estimated at $18,000 for the use of the department of psychology in its 
research program at Lafayette Clinic. Equipment valued at $9,389 was given 
by the Michigan Mortuary Science Foundation 

From the U. S. Public Health Service, a $59,225 grant will continue 


research entitled “Therapeutically Promising Antibiotics for Cancer 


RHEUMATIC DISEASES—Nearly 100 members of the American 
Rheumatism Association recently toured the Rackham Arthritis Research Unit 
Ann Arbor, one of the nation’s first facilities solely devoted to research in 
rheumatic diseases. Among those attending was Richard Freyberg, M.D., now 


of New York City, the original director of the Rackham Arthritis Research 


Unit 


POSTGRADUATE MEDICAL EDUCATION —For the fourth 
straight year, twenty medical schools throughout the nation are receiving 
grants totaling $100,000 from the Wyeth Fund for Postgraduate Medical 
Education. The grants are unrestricted and the recipients may use the funds 
in any way they see fit to advance the cause of medical education. Among 
those receiving the grants was Wayne State University 


TRAVELING ABROAD—In GP magazine, B. H. Kean points out that 
vacations, business trips and major international conferences are often inter- 
rupted by minor ailments that could have been avoided if travelers gave some 
attention to simple preventive measures. Our government has definite require- 
ments on vaccinations and immunizations, but (depending on the country you 
plan to visit) you may be in for more “shots” than you thought. Travelers 
must have been vaccinated against smallpox within three years from the time 
they evpect to return to the U. S. However, in view of the recent outbreaks 
in Inia and Pakistan, those planning to travel in such countries should be 
revaccinated, regardless of the date of the last innoculation 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY 
—The next scheduled examinations (Part II), oral and clinical, for all can- 
didates will be conducted at Edgewater Beach Hotel, Chicago, by the entire 
Board from April 11 through 16, 1960. Formal notice of the exact time of 
each candidate’s examination will be sent him in advance of the examination 
dates. 





Contributions for this “News Briefs” department 
are invited from individual physicians, from coun- 
ty societies, and from other health organizations. 
Please direct your contributions to the Editor. 











327 








NEWS BRIEFS 


The deadline date for the receipt of new and reopened 
applications for the 1961 examinations is August 1, 1960. 
Candidates are urged to submit their applications, as soon 
as possible before that time, to the Secretary, Robert L. 
Faulkner, M.D., 2105 Adelbert Road, Cleveland 6, Ohio. 


NEW DIRECTOR AMERICAN COLLEGE OF 
SURGEONS—John Paul North, M.D., Dallas, Texas, will 
become the director of the American College of Surgeons, 
effective January 31, 1961. He will succeed Dr. Paul R 
Hawley, the College’s Director since March, 1950. 


GILL MEMORIAL CONGRESS—The Gill Memo- 
rial Eye, Ear, Nose and Throat Hospital will conduct its 
33rd annual Spring Congress in Ophthalmology and Oto- 
laryngology in Roanoke, Va., April 4 through 9, 1960. The 
list of guest speakers includes two from Michigan: James 
E. Croushore, M.D., Detroit, and John W. Henderson, M.D., 
Ann Arbor. For information write the Superintendency, 
P.O. 1789, Roanoke, Va. 


POSTGRADUATE COURSES—The University of 
Michigan Department of Postgraduate Medicine will offer a 
series of postgraduate refresher courses for practicing physi- 
cians beginning with Anatomy, Thursday, February 11, 1960 
to May 26; Renal, Pulmonary and Blood Diseases, Tuesday 
evenings, February 2 to June 14; Gastroenterology, February 
22-26; Rheumatology, March 2, 3, 4; Pulmonary Diseases, 


aquasol 


March 14, 15, 16; Allergy, March 17, 18, 19; Diseases of 
the Heart, March 21-25; Electrocardiographic Diagnoses, 
March 28, April 2; Recent Advances in Therapeutics, April 
4-8; Endocrinology and Metabolism, April 11-15; Clinical 
Neurology, April 18, 19; Otolaryngology, April 21, 22, 23; 
Ophthalmology, April 25, 26, 27; Psychiatry, March 29, 
March 1; Radiology, Diagnostic, April 4, 5, 6 


RESEARCH FUND ESTABLISHED—The first joint 
effort to coordinate TB medical research supported by the 
state TB Association and local affiliates has resulted in a 
$10,250 fund to be used for grants-in-aid to qualified investi- 
gators for proposed or existing research projects on clinical, 
epidemiological, laboratory and related fields of tuberculosis 
and pulmonary diseases. Applications are now being ac- 
cepted for these grants by the Medical Research and Educa- 
tion Committee of the Michigan Tuberculosis Association 


according to Dr. John W. Towey, chairman 


SEPTEMBER (GERIATRIC) JOURNAL DISTRI- 
BUTED—tThe State Commission on Aging has requested 
and received 100 copies of the number of the Journal on 
Geriatrics, the September, 1959 issue to be distributed 
among their officials and workers in the Michigan Commis 


sion on Aging. 


APPOINTED BY AMA—Seward E. Miller, M.D., Ann 


Arbor, has been appointed by the Board of Trustees of the 


aqueous 
natural high potency 
vitamin A 


in ACNE 


chronic eczemas 
dry, itchy, scaly skin 


capsules 
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AMA as chairman of the Committee on Medical Aspects of 
Automobile Injuries and Deaths 


PROCTOLOGY AWARD CONTEST—The Inter 


national Academy of Proctology will present its annual 





awards and certificates at the academy’s convention April 
HALF CENTURY—Fifty years ago, the first Michigan 27, The deadline for unpub- 


board of nursing was appointed 


1960 in Miami Beach, Florida 


and nursing achieved legal limited to 5,000 words, was February 1 


UNFOUNDED—tThe United 


found that 


lished works 


FINDS CHARGES 


States District Court at Trenton, N. J., 


status in the state. Today more than 35,000 persons are 


registered as professional nurses in Michigan and more than 


6,000 are licensed as practical nurses. The need for increas recently 


ing numbers of qualified nursing personnel is cited this year the Federal government’s anti-trust suit against the pharma- 


poliomyelitis was un- 


the 


houses 
The 


submission of 


by Florence C. Kempf, chairman of the Michigan Board of ceutical producing vaccine 


did not 
The 


been 


ruled that evidence even 
the 


directed a judgment of acquittal 
May 


Nursing, the regulatory agency appointed by the Governor founded Court 


warrant case to the jury Court 


HONOR ANN ARBOR M.D.—Cyrus ¢ 


M.D., Ann Arbor, was honored recently as one of the found 
Doc 


tor Sturgis received a scroll commemorating his role in help 


Sturgis The suit had insti- 


tuted in 1958. 


NAMED VICE-PRESIDENT—lsidor S. Ravdin, M.D., 


who spoke at the 1959 Michigan Clinical Institute, is now 


ing members of the American Rheumatism Association 


ing to form the organization a quarter century ago 


SUPPORT CANCER PROJECTS—Nine grants total 
$321,894 have the Public Health 


Service Demonstration Proj 


vice-president for medical affairs at the University of Pennsyl- 
Dr 


a professor of surgery, will be responsible for directing the 


vania School of Medicine Ravdin, who will continue as 


ing been awarded by 


to support Community Cancer administrative and academic activities of the medical school 
Five of the projects will deal with tumor records and 


for 


cancer of the cervix and two will further education in cyto 


ects 


two will screen numbers of women 


WRITES ABOUT MCI SPEAKER—“A remarkable 
talk by an honest psychiatrist” is the title of a brilliantly 
by Walter C M.D., of 
Chicago, which appeared in The New August, 
1959 (official journal of the Student American Medical Asso- 


registries, large 


logy, the science of cells. written guest editorial Alvarez, 


Purpose of the studies financed by the grants is to shorten Physician 
the interval between discoveries in research and the applica 
Doctor Alvarez reports in his editorial on a recent 


tion of these findings at the community level ciation) 





aquasol A capsules 


more readily, rapidly, completely reaches the 
affected tissues because there Is 


greater diffusibility of vitamin A from aqueous 


dispersion into the tissues.” 


aquasol A capsules — the most widely used of all oral vitamin A 
products, for these good reasons Serae canarate hich 
t es | solu zed 
aqueous vitamin Ais more promptly, more fully, fatural vitamin A 
gale) acm eis) 8. 21a1el-)0)h ar-10)-10)801-10m- [ele meneliy4-.6) 


ROC EE eiariid A is ore ve 25,000 U.S.P. units 
50,000 U.S.P. units 


well tolerated fish taste aor and auergens are 
noved by special process 100,000 U.S.P. units 
economical — less dosage is needed and treatment time is sharply . 
reduced as compared t y vitaminA : 
Sample TaleMine-ie-Laela-mr-Ma-1ir- loll melo lelama-te| 


u. Ss. vitamin & pharmaceutical corporation 
Ar ston-Funk Laborat Tela) 


ries, divisior 1. Dav nd Ne: 
17,N.Y 


250 East 43rd Street, New York 
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for modern 


control of 
salt retention 


edema 


CUMERTILIN’ 
7 Tablets 


@ effective oral diuretic with no sig- 
nificant gastrointestinal irritation’ 


@ Suitable for long-term mainte- 
nance therapy. 


@ eliminates need for injections in 
certain cases, lengthens interval 
between injections in others 


@ basically different in chemical 
structure, extending the therapeu- 
tic choice in organic mercurials 

DOSAGE: | to 3 tablets daily as required. 


SUPPLIED: As orange tablets, in bottles 
of 100 and 1000. Also available— 


CUMERTILIN Sodium Injection, 1- and 2-ec. 
ampuls, in boxes of 12, 25, and 100; and 
10-ce. vials, individually and in boxes 
of 10 and 100 


Pollock, B. E., and Pruitt, F. W.: Am. J. M. 
Se., 226:172, 1953. 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 








talk (May, 1959) by Corbett H. Thigpen, M.D., of Augusta, 
Georgia, author of “The Three Faces of Eve.” 

Doctor Thigpen is one of the guest speakers at the 1960 
Michigan Clinical Institute, schéduled for the Sheraton 
Cadillac Hotel, Detroit, March 8-9-10-11. 


SEEK CURE FOR FLU—tThe U. S. Office of the Sur- 
geon General has given a $92,803 grant to the University 
of Michigan “to increase the knowledge and understanding 
toward the diagnosis and prevention of influenza.” The grant 
also will cover the study of similar respiratory diseases 
Thomas Francis, Jr., M.D., will be in charge 


OFFER SYMPOSIUM AT JACKSON—A Sympo 
sium on Management of Advanced Cancer will be held at 
Hotel Hayes, Jackson, March 17. The symposium is pre 
sented through the cooperation of the Jackson County Can 
cer Society and the Jackson County Medical Society. Fred 
erick A. Coller, M.D., Ann Arbor, will be the moderator for 
the program starting at 4 p.m. Panel participants will 
include Isadore Lampe, M.D., aand George Block, M.D 
both of Ann Arbor; George Crile, Jr., M.D., Cleveland, and 
John W. Raker, M.D., Boston. The panel will be followed 
by a social hour from 6 to 7, then the banquet and an 
evening program. Reservations should be made with Robert 
E. Medlar, M.D., 719 17th Street, Jackson. 


INSTITUTE AlDED—General Motors Corporation in 
December made a gift of $350,000 to the Institute of Indus- 
trial Health. That institute, at Ann Arbor, was created in 
1950 with a $1,500,000 gift to the Phoenix Project. GM also 
gave $150,000 in December for studies of the peaceful uses 
of atomic energy. 


NATIONAL HONORS—aAn award for the best scien- 
tific exhibit was given to the Wayne State University Depart- 
ment of Psychiatry at the recent divisional meeting of the 
American Psychiatric Association. The department is under 
the direction of John M. Dorsey, M.D. The exhibit was 
under the direct organization of the Department of Psy- 
chiatry of Detroit Receiving Hospital, the main clinical and 
teaching facility of the WSU department. 


FEATURED SPEAKER—John S. DeTar, M.D., Milan, 
was a featured speaker at the annual College Conference of 
Teachers of Radiology at New Orleans. The other main 
speaker at the four-day meeting, February 3-6, was Louis 
M. Orr, M.D., AMA president. 


MICHIGAN DOCTORS ON ACP PROGRAM 
—The program for the seventh annual regional meeting of 
the American College of Physicians at Ann Arbor spotlighted 
several Michigan doctors. Noyes L. Avery, Jr., M.D., Grand 
Rapids, Michigan governor of the ACP; L. Paul Ralph, 
M.D., Grand Rapids; Benjamin B. Bushong, M.D., Traverse 
City, and Douglas Donald, M.D., Detroit, presided over por- 
tions of the program. H. Marvin Pollard, M.D., Ann Arbor, 
regent of the ACP, was chairman of the arrangements com- 
mittee and John W. Keyes, M.D., Detroit, was program 
chairman. About 200 internists attended 


JMSMS 


Say you saw it in the Journal of the Michigan State Medical Society 
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MSU STUDIES MEDICAL SCHOOL PROPOSAL 

A Michigan State University committee is continuing its 
study of a proposed medical school for the East Lansing 
institution. The university’s Board of Trustees heard a 
progress report at its December meeting and asked for con- 
tinued study of long-range plans. The committee report 
proposed combining the pre-clinical sciences for a “medical 
center” approach. The University now has a College of 
Veterinary Medicine, School of Nursing and School of Medi 
cal Technology and proposes first a college of medicine and 


later a college of dentistry. 


HENRY BLACK DIES—Henry Black, Battle Creek, 
pioneer and leader in the professional management business 
died December 16, 1959. This able businessman had many 


friends among Michigan doctors of medicine 


HEAR CORNELL SPEAKER—Detroit Roentgen Ray 
and Radium Society heard an address by John Evans, M.D 
of the Cornell Medical Center, at its January 7 meeting 
His topic was “Extragastric Lesions of the Upper Gastro 
intestinal Tract. 


MEDICAL TELEVISION SHOWS—The Michigan 
Health Council reports that the following topics were covered 
during a two-month period on the weekly Sunday afternoon 
program over WJBK-TV in Detroit: Food Facts and Fads, 
Hospital Careers, Mental Health, Hospital Teamwork, Safety, 
A Career in Medicine and Space Medicine. 





FreBRuARY, 1960 


MEDICAL MEETINGS U.S.A. 

Sixteenth Congress and Graduate Instructional Course in 
Allergy, The American College of Allergists, February 28, 29, 
March 1, 2, 3, 4, Bal Harbour, Miami Beach, Florida; for 
information contact the treasurer, John D. Gillespie, M.D., 
2049, Boulder, Colorado. 

Annual Meeting of the American Society of Psychosomatic 
Dentistry and Medicine, March 11-March 13, Shoreham 


Hotel, Washington, D. C.; for information, contact Dr. Jesse 


Caden, Chairman Program Committee, 5213 Connecticut 
Avenue, Washington 15, D. C 

13th Annual Postgraduate Course on Diseases of the 
Chest, The Council on Postgraduate Medical Education of 
the American College of Chest Physicians, March 14-18 
Sheraton Hotel, Philadelphia 

12th Annual Scientific Assembly, American Academy of 
General Practice, March 21-24, Convention Hall, Philadelphia 

Clinical Reviews, Mayo Clinic and Mayo Foundation, April 
4, 5, 6, Rochester, Minnesota; for information contact Clini- 
cal Reviews Committee, Mayo Clinic, Rochester, Minnesota 

The Industrial Health Conference (which includes the 
25th annual meeting of the Industrial Medical Association 
April 26-28, new War Memorial Auditorium of Rochester 
New York 

Fourth Post-Graduate Course on Fractures and Other 
Trauma, Chicago Committee on Trauma of the American 
College of Surgeons, April 27-30, John B. Murphy Memorial 
Auditorium, 50 East Erie Street, Chicago 

The Student American Medical Association, May 5-7 


Statler-Hilton Hotel, Los Angeles. 


oH yes, any rheumatic “itis” calls for 
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more closely approaches the ideal diuretic 


“When compared to other members of this heterocyclic group 
of compounds, this drug [NATURETIN] shows a significantly in- 


creased natriuresis and decreased loss of potassium and bicar- 
bonate. In this respect it more closely approaches a natural or 
‘ideal diuretic.’ It is effective upon continuous administration and 
causes no significant serum biochemical changes. It is effective 
in a wide variety of edematous and hypertensive states and 
represents a significant advance in diuretic therapy.” Ford, R.V.: 


. te Pharmacological observations on a more potent benzothiadiazine 
Squibb Benzydroflumethiazide diuretic; accepted for publication by the American Heart Journal. 


Comparison of electrolyte excretion pattern for the 24 hours following 
typical doses of chlorothiazide, hydrochlorothiazide, and Naturetin! 


Typical Doses: Chlorothiazide —1,000 mg.; Hydrochlorothiazide — 50 mg.; Naturetin (Benzydroflumethiazide)—5 mg. 


1. Adapted from: Ford, R. V., Squibb Clin. Res. Notes 2:1 (Dec.) 1959. 





A single 5 mg. tablet once a day 
provides all these advantages’ 


prolonged action — in excess of 18 hours 

convenient once-a-day dosage 

low daily dosage — more economical for the patient 

no significant alteration in normal electrolyte excretion pattern 

repetitively effective as a diuretic and antihypertensive 

greater potency mg. for mg.—more than 100 times as potent as chlorothiazide 
potency maintained with continued administration 

low toxicity — few side effects — low salt diets not necessary 

comparative studies with chlorothiazide, hydrochlorothiazide, and Naturetin 
disclose that smallest doses of Naturetin produce greater weight loss per day 
in hypertension, Naturetin, alone or in combination with other anti- 
hypertensives, produces significant decreases in mean blood pressure 

and other favorable clinical effects 

@ purpura and agranulocytosis not observed 

e allergic reactions rarely observed 


*Reports (1959) to the Squibb institute for Medical Research, 


Naturétin —Indications : in control of edema when diuresis is required, in congestive heart failure, 

in the premenstrual syndrome, nephrosis and nephritis, cirrhosis with ascites, edema induced by drugs 
(certain steroids); in the management of hypertension, used alone, combined with Raudixin (Squibb 
Rauwolfia Serpentina Whole Root), or with other antihypertensive drugs, such as ganglionic blocking agents. 


Contraindications: none, except in complete renal shutdown. 


Precautions: when Naturetin is added to an antihypertensive regimen including hydralazine, 

veratrum, and/or ganglionic blocking agents, immediate reduction must be made in the dosage for all 
preparations; the dosage for ganglionic blocking agents must be decreased by 50% to avoid a precipitous 
drop in blood pressure. This also applies if these hypotensive drugs are added to an established Naturetin 
regimen . .. in hypochloremic alkalosis with or without hypokalemia . . . in cirrhotic patients or those on 
digitalis therapy when reductions in serum potassium are noted . . . in diabetic patients or those 
predisposed to diabetes . .. when increased uric acid concentrations are noted . . . when signs— 

leg or abdominal cramps, pruritus, paresthesia, rash —suggestive of hypersensitivity, are noted. 


Naturétin — Dosage: in edema, average dose, 5 mg., once daily, preferably in the 
morning; to initiate therapy, up to 20 mg., once daily or in divided doses; for 
maintenance, 2.5 to 5.0 mg., daily in a single dose. Jn hypertension: suggested 
initial dose, 5 to 20 mg. daily; for maintenance, 2.5 to 15 mg. daily, depending 
on the individual response of the patient. When Naturetin is added to an anti- 
hypertensive regimen with other agents, lower maintenance doses of each 
drug should be used. 


° the Priceless 
Naturétin — supplied : tablets of 2.5 mg. and 5 mg. (scored). Ingredient 


srauoixin’® AND ‘NATURETIN’ ARE SQUIBB TRADEMARKS. 
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IN MEMORIAM 


How to restore 











your patient's 


; GEORGE FRANKLIN BREWINGTON, M.D., 
allergic balance ninety-six, former Michigan physician, died in Los Angeles 





on December 7, 1959. 
the ‘classic way Doctor Brewington was born in Clarence, Missouri, taught 
school in his early career and later completed his medical 


ye ee specific training in St. Joseph, Missouri. 


During World War I, Doctor Brewington served as an 


- desensttization for officer at Fort Oglethorpe, Georgia. Following World War | 


he located in Missouri. In 1926, the Brewingtons moved to 

Michigan where he was associated with the Calumet and 

LASTING Hecla Mining Corporation until his retirement in 1946. In 
1950 he moved to Las Vegas, Nevada. 

IMMUNITY Fraternally, Doctor Brewington was a Mason, Shriner, Elk, 

Sir Ghee Radian. Eagle, an American Legionnaire, and a member of the 

Christian Church. In recognition of his services he was 

Internal Medicine, awarded many years ago a Fifty-Year Pin by the American 

Eye, Ear, Nose, Throat, Medical Association and one by the Masonic Order. In 

1947, Doctor Brewington received the Fifty-Year Award 


Pediatrics and Dermatol : : 
é‘ is ‘ oy from the Michigan State Medical Society 


EDWARD A. CARY, M.D., thirty-five, University of 
Michigan instructor in neurology and head of the neurology 
staff at Veterans Hospital since 1953, died November 24 
e 1959 

Doctor Cary was born in Beaumont, Texas. He attended 
St. Andrew’s High School in Middletown, Delaware. He 
received his B.S. degree from Tulane in 1945 and his M.D 
degree from Tulane Medical School in 1947. 

From 1947 to 1950, Doctor Cary was an assistant resident 
resident and intern in neurology at the University of Michi 
gan. He served in the Naval Reserve Medical Corps from 


1950 to 1952. In 1953, he was appointed an instructor in 


ALLERGIC BALANCE is determined by 
skin testing. Diagnostic Sets $2 and up 
Skin test your patients quickly and 
safely in your own office. 


Doctor Cary was a member of Phi Beta Kappa 


neurology at the University and head of the neurology staff 
at Veterans Hospital. He had a private practice in Ann 


Arbor from 1957 to July 1959 


RALPH GILMORE COOK, M.D.,  seventy-eight, 
Kalamazoo physician, died December 9, 1959. 
Born in Ypsilanti and raised in Sandusky, Ohio, Doctor 
Cook was graduated from the University of Michigan Med 
LASTING IMMUNITY is achieved by ical School in 1905. 
desensitization, economically, with His fifty-four years of practice began in Vicksburg. He 
IMMUNOREX, the ''classic’’ treatment moved from there to Fulton and in 1908 became located 
(contains only the specific irritants to sm: Kalamazoo. 


which your patient reacts). He was Kalamazoo’s first city physician and dean of 





B A R Send TODAY for a complete Kalamazoo County’s elected officials, having served forty-two 


catalogue and, if you wish, a consecutive years (1916-1958) as county coroner. 


Physician's Handbook and Doctor Cook served as president of the Kalamazoo Aca- 


Manual for Nurse Assistant; demy of Medicine in 1940 and in September, 1956, he was 
to Barry's Allergy Division. 











since 1928 designated by the Michigan State Medical Society as “Michi- 


Barry Laboratories, inc. © Detroit 14, Michigan 


lies ore of Dislogheals end 01 steals Doctor Cook, an ardent fisherman, was a member of the 
Kalamazoo Exchange Club and the Masonic Fraternity. 


gan’s Foremost Family Physician of 1956.’ 
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RAYNOLD J. COOK, M.D., fifty-three, Lansing 
physician, died November 29, 1959. 

A 1934 graduate of Loyola University School of Medicine, 
Chicago, Doctor Cook interned at St. Lawrence hospital. He 
was a staff member at Edward W. Sparrow and St. Lawrence 
hospitals. 

Doctor Cook was a member of Holy Cross Church, the 
Holy Name Society and the Knights of Columbus. 


FOSTER A. FENNIG, M.D., fifty-eight, Marquette 
physician, died November 27, 1959 

Born in Celina, Ohio, Doctor Fennig graduated from 
Wayne University Medical College in 1931 

He served his internship and residency in surgery at St 
Joseph Mercy Hospital, Detroit. He was on the staffs at 
St. Mary’s and St. Luke’s hospitals 

An Army veteran of World War II, Doctor Fennig was 
discharged from the Army Medical Corps as a colonel 

Doctor Fennig was past president of the Marquette-Alger 
County Medical Society, member of the First Methodist 
Church and Marquette Lions Club 


JOHN H. SCHLEMER, M.D., sixty-four, Detroit 
practitioner, died January 14, 1960 

Doctor Schlemer was born in Iowa. He received his medical 
degree from the University of Michigan in 1923 and interned 
at Grace Hospital. In 1935, he received his law degree from 
the University of Detroit. 

Active in the Wayne County Medical Society, he was 
three times a member of the council of the society, a member 
of the by-laws committee and its general practice group and 
for several years was a member of the editorial board of 
the Detroit Medical News 


He was a member of SS Peter and Paul Church 


WALTER J. SIEMSEN, M.D., fifty-eight, Kalamazo« 
pediatrician, died December 6, 1959. 

Born in Odebolt, lowa, Doctor Siemsen attended Mission 
House College, Sheboygan, Wisconsin, and was graduated 
from the University of lowa Medical School in 1926. After 
a year’s internship at Butterworth Hospital, Grand Rapids 
he spent one year as a fellow of the Mayo Clinic. This 
was followed by two years at the University of Minnesota 
Hospital and five years at the University of Chicago Medica! 
School. He practiced in Chicago from 1935-1942, then 
moved to Kalamazoo. 

He entered the Army as a major in October, 1942 and 
attained the rank of Lieutenant colonel. Discharged in 


November 1945, he returned to Kalamazoo 


DONALD F. STROHSCHEIN, M.D.., fifty-five, De- 
troit gynecologist, died December 14, 1959. 

A native Detroiter, Doctor Strohschein entered practice 
in 1930 after graduation from Wayne State University Col- 
lege of Medicine. 

He was on the staff at Northwest Grace Hospital and a 
former president of the Wayne State University Medical 
Alumni Association. 
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immortals of chinese mythology: 


Han Hsiang-tzu 


This nature-loving physician achieved immortality 


by falling out of a tree 
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You will soon receive in your mail a handmade, full- 
color, three-dimensional figure of this Chinese Immortal, 
mounted and suitable for framing. 
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Charles B. Roland, M.D., Lansing, “Pheochromocy- 
toma In Pregnancy,” Journal of the American Medical As 
sociation, November 28, 1959. 


Ignatius A. Scime, M.D., and Edward J. Tallant, 
M.D., Detroit, ““Tetanus-Like Reactions to Prochlorperazine 
(Compazine), Journal of the American Medical Association 
November 28, 1959. 


James C. Breneman, M.D., Galesburg, “Child Who 
Wets Bed,” GP, December, 1959. 


Herman Pinkus, M.D. and Robert J. Schoenfeld, 
M.D., Detroit, “Weiteres zur Alopecia mucinosa,” Der Haut- 
arzt, September, 1959; “Skin Cancer and Basic Research in 
Dermatology,” The Journal of Investigative Dermatology 
October, 1959; “Clinical, Histologic, and Differential Con- 
siderations,’ The Human Integument, 1959. 


Irving M. Blatt, M.D., Holbrooke S. Seltzer, 
M.D., Philip Rubin, M.D., A. C. Furstenberg, M.D., 
James H. Maxwell, M.D., William J. Schull, Ph.D., 


Ann Arbor, “Fatal Granulomatosis of The Respiratory Tract 
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Tested ..: and proved... 


ORAL therapy in diaper rash! 


(Lethal Midline Granuloma-Wegener’s Granulomatosis).” 
AMA Archives of Otolaryngology. 


William D. Robinson, M.D., Ann Arbor, “The Use 
of Adrenocortical Steroids in Diseases of Connective Tissue,’ 
University of Michigan Medical Bulletin, October, 1959. 


A. R. Pequet, M.D. and Ernest H. Watson, M.D., 
Ann Arbor, “Duodenal Atresia Occurring in Siblings,” Uni 
versity of Michigan Medical Bulletin, October, 1959. 


C. E. Laidig, M.D., and J. M. Pierce, Jr., M.D., 
Detroit, “Retrocaval Ureter—Unusual Cause of Ureteral Ob- 
struction, Journal of the American Medical Association 
December, 1959. 


“By every measure—low death rates, extended length of 
life, decreased disability and suffering—the increased use 
of hospitals is returning substantial dividends to the Ameri- 
can people,” declares George Bugbee, president, Health 
Information Foundation. 


The rate of admission to general hospitals in this country 
has increased by almost 80 per cent in the last twenty 
years, from fifty-six to ninety-nine admissions per 1,000 
population. As a result, says Health Information Founda- 
tion, these hospitals “have become increasingly important 
in the total health picture.” 


Effective therapy! Thousands of pediatricians and 
general practitioners prescribe Pedameth for am- 
monia dermatitis —and they continue to prescribe 
it. Clinical tests have proved its effectiveness. 
Pedameth is safe because it contains only dl- 
methionine (0.2 Gm.) one of the essential amino 
acids. When Pedameth is administered, the pH of 
the urine is lowered and an as-yet-unknown anti- 


Convenient...simply open a 
capsule and add the contents 
to the baby’s daily formula, or 
to fruit juice or water. No 
lotions...no rinses...no 
ointments... just oral therapy. 


Send for samples 
and literature. 


S.F. DURST & CO., INC. 
Philadelphia 20, Pa. 





Prescribe 


PEDAMETH' | 


(dl-methionine DURST) 


bacterial agent appears in the urine. Pedameth 
works... 


it’s the safe, effective, convenient 


answer to ammoniacal diaper rash. 
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Michigan State Medical Society 
Lansing, Michigan 
Dear Colleagues: 


I am very pleased to write this letter to you for the great 
honor that you bestowed upon me. I feel that you were 
very kind, generous and democratic to select me as Michi- 
gan’s Foremost Family Physician. 

It gives me a deep sense of appreciation and satisfaction 
to know that you recognize and appreciate the life that | 
have lived, my work and my association with you. 

The long days of hard work, ill health and the difficulties 
that one occasionally meets with in the practice of medicine 
are now looked upon as stepping stones to this day, a day 
of rejoicing. 

The plaque that was presented to me is very beautiful 
and represents great honor. But there is something that is 
dearer to me than the beauty of the plaque or the honor 
that it represents, and that is the spirit in which it was 
given. 

The plaque, though beautiful, is yet yours . . yours 
that you have placed in my care to display in a conspicuous 
place where it may be enjoyed by all members of the 
Michigan State Medical Society. 


My family, my sisters, brothers, patients and friends are 


rejoicing with me and they join with me in expressing 
gratefulness to you. 

Fraternally yours, 

Arcuer A. Crayror, M.D. 
Saginaw, Michigan 
November 2, 1959 


Dear Doctor Haughey: 


I am writing you in regard to an article on “School 
Phobia” that appeared in your September issue of the Michi- 
gan Medical Society Journal. This was written by myself 
and Mr. McKinnon. I though you might be interested in 
learning of some of the recent developments. 

After this article was published in your Journal, a Scripps 
Howard writer wrote an article for the Cleveland Press, 
based on the article in the Journal with many quotations. 
Following this appearance in the paper, we have received 
numbers of requests for service and for further information 
regarding the condition from various places in New York, 
Ohio and in Alabama. 

I thought you might be interested in knowing that perhaps 
someone besides the medical profession reads the Journal 
and also it gets rather wide distribution 


Sincerely yours, 

NorMan WeEsTLuNpb, M.D 

Director 

Saginaw Valley Child Guidance Clinic 
Saginaw, Michigan 


December 9, 1959 





BRIGHTON HOSPITAL 


A non-profit foundation 


FOR ALCOHOLISM 


A facility designed to rehabilitate or to aid the addict in arresting his addiction. 


Brighton Hospital meets the standards 
established by the Michigan State 
Board of Alcoholism and is recom- 
mended by that Board. 


12851 East Grand River 


One block south of U. S. 16 at Kensington Road 


Brighton, Michigan 
ACademy 7-121] 
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a 
logical 
combination 
for 
appetite suppression 


meprobamate plus d-amphetamine 


.. suppresses appetite... elevates mood 
... reduces tension ... without insomnia, 
overstimulation, or barbiturate hangover. 


Each coated tablet (pink) contains: meprobamate, 400 mg.; d-amphetamine sulfate, 5 mg. 
Dosage: One tablet one-half to one hour before each meal 
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LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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HOW FIRM A 
FOUNDATION... 


.-. does a crippled child need? 


Faith, of course, in those who 
love her, guide hercareand treat- 
ment, plan her future. Hope, 
that some day—perhaps not too 
far away—crutches and braces 
will become a memory. Confi- 
dence, that her tomorrows will 
be happy, rich in usefulness and 
opportunities. 


Such firm foundations can be 
—and have been—built through 
Easter Seal services since 1921. 
Thousands have found independ- 
ence because of the constantly 
expanding nationwide program 
of the Easter Seal societies. 


Share in building these firm 
foundations. Send a check today. 


Donations will be gratefully 
received at the headquarters 
for the Michigan Society for 
Crippled Children and Adults, 
10601 Puritan Avenue, Detroit 
38, Michigan. 





Editorial Comment 











Cornell Crash Research 


(From Michigan Hospital Association Bulletin, Vol- 
ume XIll, Number 10.) 


Michigan had one of the finest records of case 
completion within the many states which have partici- 
pated in the Cornell Automotive Crash Research 
Study, the Cornell people told Albert E. Heustis, 
M.D., Commissioner, of the Michigan Department of 
Health which is responsible for coordinating the acci- 
dent and medical records in the study. The remaining 
records of this two-year medical study have been for- 
warded to Cornell University for analysis and IBM 
recording. 

Data from the study has further demonstrated 
means to lessen the severity of injuries to occupants 
of motor vehicles involved in accidents through 
changes in vehicle design. 

Physicians and hospitals of Michigan working with 
the Michigan State Police have compiled an enviable 
record due largely to the fact that individual physi- 
cians, medical record librarians, and hospital admin- 
istrators, have given priority to this endeavor. Doctor 
Heustis said we wish to thank each participating hos- 
pital and physician for the opportunity we have had 
in assisting in this life-saving and injury-saving project. 


Interns in Small Hospitals 
(From Berrien Bulletin, November, 1959) 


The past twenty years have brought a marked 
change in medical practice. The increased interest in 
post-graduate medical education has brought a large 
supply of well trained specialists and general practi- 
tioners to smaller communities. This along with the 
establishment of well equipped and progressively ad- 
ministered hospitals has made it possible for the com- 
plicated medical problems to receive total care in 
their own home town. 

Many communities, therefore, have the essentials of 
a good teaching program, namely a well trained and 
interested attending staff well equipped hospitals, and 
adequate clinical material. 

Some such community hospitals have sought and 
received approval for intern training after meeting the 
requirements of the AMA for internships. 

These hospitals present to the intern certain advan- 
tages over the larger centers that should not be over- 
looked. 

They offer a rotating internship with a balance of 
specialty and sub-specialty exposure equalling that 

(Continued on Page 341) 
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EDITORIAL COMMENT 


(Continued from Page 338) 
which they will encounter in private practice. The 
transition to general practice for these interns is 
smooth. For the doctor headed for specialty training 
there is no better basis on which to begin that train 
ing than a well rounded internship. 


These smaller centers give the intern a chance to 
regain the status he once held. Without being caught 
between a clerkship and a massive residency program, 
he is free to assume, under supervision, responsibilities 
of total patient care. 


The intern’s opportunity for learning extends from 
the formal lectures and conferences, with which he is 
already familiar, to bedside teaching, active and varied 
emergency room experience, surgical and obstetrical 
training and visits to offices of attending men for 
direct contact with the office patient. 

The teaching is done by men in active medical 
practice who bring to the intern a wide range of ex 
perience and variety of training which gives the house 
staff adequate chance to observe many forms of 
therapy. 

Lastly, the intimacy of contact between the attend 
ing and house staffs makes almost automatic the 
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*MYOGESIC 


muscle 
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transfer of traditional and ethical concepts which are 
the basis of our profession. 


(This Berrien Bulletin editorial was written by 
Frank W. Howard, M.D.) 


A County President’s Message 
From Muskegon Bulletin, November, 1959 


The hurry, hurry of each day’s routine and care 
of patients makes us liable to thoughtless actions 
which affect our relationship to each other as physi- 
cians, and our relationship to our patients. 


So far as the patient is concerned a great deal of 
time, effort, and skill go into the proper physiochemi- 
cal balance for his recovery from disease or for his 
preparation for surgery. Yet, too often too little is 
said to properly condition the patient for what is 
planned for him or for what his financial obligation 


is going to be 


The time it takes to explain to the patient in Lay 
terms what his condition is, is time well spent. This 
concept prepares him for any future complication. If 
he is to be hospitalized, he is entitled to an estimated 
length of stay. If surgery is indicated, it is only right 


- EASES MUSCLE 
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that he know the anticipated cost of the procedure 
and whether the procedure is included in his insur- 
ance. These things are as important to the patient 
as it would be to us in any purchase we might make. 
Where surgeons are concerned, it is only fair to your 
patient and your colleagues to let the patient know 
there will be an anesthetist’s fee and an assistant’s 
fee which is not included in the surgical fee. Cer- 
tainly such clarification will add to the peace of mind 
and recovery of our patients, be greatly appreciated 
by our colleagues, and lessen the possibility for criti- 
cism of the profession. 

(This President’s Message was written by L. L. 
Loder, M.D.) 


Bay City Resolution 


(From Bay, Arenac and Josco Bulletin, November, 
1959) 


Following is a resolution adopted by the Bay City 
City Commission : 

Whereas, the city has been saddened by the sudden 
and shocking loss of one of its outstanding citizens 
in the tragic death of Dr. James W. Wilcox, killed 
Saturday, September 5th, in a plane crash in Canada; 


And Whereas, Dr. Wilcox, in addition to his out- 
standing performance in his professional capacity, 
donated richly of his time and effort in the further- 
ance of civic projects; 


And Whereas, Dr. Wilcox took a deep and abiding 
interest in the promotion of aviation and especially in 
the development and expansion of the James Clements 
Airport; 

And Whereas, Dr. Wilcox was primarily instru- 
mental in the current expansion project of the James 
Clements Airport and said project had the benefit of 
his untiring devotion and effort; 


Be It Therefore Resolved, that the City of Bay City, 
in acknowledgment of its appreciation of the services 
rendered by Dr. James W. Wilcox and in expression 
of regret of his untimely decease, does hereby estab- 
lish that the north and south runway of the James 
Clements Airport be and shall hereafter be known 
as the James W. Wilcox Runway; 


And Be It Further Resolved, that a suitable plaque 
be erected upon the airport property in recognition 
hereof; 


And Be It Further Resolved, that the city clerk be 
and is hereby instructed to inform the surviving family 
of Dr. Wilcox of this action. 


Commissioner Wilson moved adoption of resolution. 


Adopted unanimously. 
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The Doctor's Library 


Acknowledgments of all books received will be made in 
this column, and this will be deemed by us as full com- 
pensation to those sending them. A selection will be 
made for review, as expedient. 





RADIOACTIVE ISOTOPES IN CLINICAL PRACTICE 
By Edith H. Quimby, Sc.D., Professor of Radiology 
(Physics), College of Physicians and Surgeons, Columbia 
University, New York; Sergei Feitelberg, M.D., Director, 
Physics Department, Mt. Sinai Hospital, Associate Clinical 
Professor of Radiology, College of Physicians and Surgeons, 
Columbia University, New York; and Solomon Silver, M.D., 
Attending physician, Chief of Thyroid Clinic, Mt. Sinai 
Hospital, Associate Clinical Professor of Medicine, College 
of Physicians and Surgeons, Columbia University, New 
York. 422 pages and 97 illustrations. Philadelphia: Lea 
and Febiger, 1958. Price, $10.00 


Part one of this book is devoted to basic physics. The 
atomic concept is reviewed and is followed by the present 
picture of atomic structure, periodic tables, nuclear nomen- 
clature, classification of stable nuclei, dimensions of atoms 
and nuclei, and nuclear forces. The laws of radioactivity 
are detailed and a discussion follows on induced radioactivity. 
Chapters on the nuclear reactions and nuclear fission are clear 
and concise. Dosage calculations for radioactive isotopes and 
the biological effects of ionizing radiations are included 


in the basic physics as well as a very practical discussion 


of radiation hazards and their avoidance and the disposal 
of radioactive waste and removal of contamination. 


Part two is a discussion of instrumentation and laboratory 
methods and includes chapters on radiation detectors and 
auxiliary instruments; basic measurements with radiation 
detectors both in vitro and in vivo; observation by radio- 
active tracers of the time factor in physiological processes 
and determination of isotope distribution within the body; 
and autoradiography. This second part concludes with a 
discussion of the use of radiation detectors in health protec- 
tion and the details of laboratory design. 


Part three deals with the clinical application of radio- 
isotopes. The first forty pages deal with the physiology 
of the thyroid gland and I'31. In turn, then, are discussions 
in concise detail of the treatment of hyperthyroidism with 31, 
the contraindications to the use of [731 in hyperthyroidism and 
the effects of 1'*! on the hematopoietic system, and the use of 
1131 jn cardiac disease and in thyroid cancer. The physics of 
other induced radioactive substances comes in for discussion 
including P32, Sr®°, Au!98, Fe5®, Cr51, K42, As?4#, Cu®4+, Co60 
and Y9°. The use of these substances in the laboratory and in 
clinical medicine is detailed, as applicable, in polycythemia, 
the leukemias and lymphomas, in the study of blood and circu- 
lation, in intracavitary and interstitial treatments of tumors 
in many parts of the body, in superficial therapy, and in 
radioactive tracer techniques 

A short appendix sets down convenient conversion factors, 
useful physical constants, and physical data for isotopes which 
may be useful in medicine. 


S.B 
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physician 
e in addition to the care of the alcoholic we also 
treat narcotic and drug addiction 
e surprisingly low cost—to cover all medical 
care, medicines, laboratory work, room and 
excellent cuisine 
You can obtain more detailed information 
by writing us direct. 
WE WELCOME YOUR REFERRALS... 
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ATLAS OF ROENTGENOGRAPHIC POSITIONS. By Vinita 
Merrill, while Educational Director, Picker X-Ray Corpora- 
tion. Volumes One and Two. Second edition. St. Louis: 
C. V. Mosby Company, 1959. Price, $32.50. 

This wonderful Atlas is now in its second edition. A more 
complete reference book of both standard and unusual radio- 
graphic positions does not exist. 

The presentation of the material is excellent. The author 
uses photographs of models, schematic drawings, anatomical 
sketches, descriptive narrative which is clear and concise, 
and reproductions of radiographs to facilitate her purpose. 

The material is well covered and the facts documented. 

In the recent edition, the scope has been increased. The 
Atlas now covers many procedures using opaque mediums. 

The work is dedicated to x-ray technicians, but anyone, 
including the physicians interested in diagnostic Roentgen- 
ology, will find a wealth of useful material. 

No completely equipped x-ray department can afford to 
be without a copy. 


G.T.P. 


THE TREATMENT OF DIABETES MELLITUS. Tenth 
edition, revised, illustrated. By Elliott P. Joslin, Howard 
F. Root, Priscilla White, Alexander Marble. Philadelphia 
Lea & Febiger, 1959. Price, $16.50. 

This tenth edition of “Treatment of Diabetes Mellitus” is 
as complete a treatise on the subject as can be found. 

The ever changing concepts of diabetes are brought up 
to date and are fully discussed. The chapter on treatment 
goes into the problem of diet completely and very under- 
standably. The discussion of methods of insulin administra- 
tion and the specific uses of the various types of insulin 
are clear and precise. 

The chapter on oral hypoglycemia agents is conservative 
and certainly will give no one “false hopes.” 

In all, it is an excellent text for the specialist and general- 
ist alike. 

Wa. M. LeFevre, M.D. 


GYNECOLOGIC ENDOCRINOLOGY. By Gardner M. 
Riley, Ph.D., Associate Professor of Obstetrics and Gyne- 
cology, University of Michigan Medical School; Director, 
Reuben Peterson Memorial Research Laboratory, University 
Hospital, Ann Arbor. Foreword by Norman F. Miller, 
M.D., Professor and Chairman of Department of Obstet- 
rics and Gynecology, University of Michigan Medical 
School. New York: Hoeber-Harper, 1959. Price, $8.50. 
The purpose of this book was to compile the newest 

knowledge of endocrinology relating to function and dys- 

function of the female reproductive system. For clarity, the 
subject matter is divided into three sections, namely—Endo- 
crine physiology, which treats the cyclic changes in the 
genital tract, hormone production in pregnancy and breast 
physiology. The second section is concerned with clinical 
problems. The endocrine implications to these conditions is 
the primary objective of the author. The third section con- 
sists of diagnostic procedures, steroid hormone chemistry 
and endocrine preparations. This section includes the newer 
concepts of determination of ovulation time together with 
many other laboratory tests. The chapter on pharmaceutical 
endocrine preparations is of inestimable value to the busy 
practitioner, as it takes the numerous trade names for an 
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endocrine product and arranges them according to the 
generic designation. 

The author stresses the point that one should first  in- 
vestigate the possibility of organic, systemic, constitutional 
or psychic causes before investigating the endocrine etiology. 
The material is mainly concerned with laboratory information 
as it pertains to the human rather than to the laboratory 
animal. 

This book is 


newer concepts of endocrinology and stated them in a way 


This book 


very well written. It has correlated the 
every practitioner can benefit from their reading 
is an asset to any practitioners library. 


J.R.P. 


Alan F. Gutt- 
Garden City, 


BABIES BY CHOICE OR BY CHANCE. By 
macher, M.D. Doubleday & Company, Inc 
New York. 1959. Price $3.95. 

This book deals primarily with the fear of overpopulation 
and its solution. The material is divided into a discussion of 
contraceptives in common use today and the more perfect 
ones in the foreseeable future. The subject of sterilization is 
fully treated, as well as artificial insemination with its many 
legal entanglements. Abortion and its many ramifications are 
discussed both in this country and other countries of the 
world. The socio-economic and the legal aspects are treated 
in detail. The author brings out the attitudes of various re- 
ligions concerning these subjects. 

This book is recommended for those individuals interested 


in a well-written treatise on birth control. 
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Member American Hospital Association 
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Psychiatrist-in-Chief 


J.R.P. 





Professional care for the nervous 
and mentally ill. 


Telephone MUrray 5-8441 





IF YOU CAN'T SAY GOOD 
ABOUT OTHERS, ‘TIS BEST TO 
SAY NOTHING AT ALL. 





Specialized Seruitce 
makes our doctor safer 


Ht 
MEDICAL PROTECTIV: 
Warn 


COMPANY 


INDIANA 











DETROIT Office 


George A. Triplett and Richard K. Wind 
Representatives 


2405 West McNichols Road 
Telephone University 2-8064 


Restful Six-acre Estate Overlooking the Kalamazoo River 





Fepruary, 1960 


Say you saw it in the Journal of the Michigan State Medical Society 











Classified Advertising 


$2.50 per insertion of fifty words or less, with an 
additional five cents per word in excess of fifty. 








FOR RENT —three-room suite in new medical building for 
general practitioner. Location ideal—one hour from De- 
troit. Growing community. For further details contact 
W. C. Gibson, M.D., 216 E. Commerce Street, Milford, 
Michigan. Phone Milford, MUtual 4-6775 and MUltual 
4-6771. 


* * * 


FOR RENT: Modern, well-equipped office. Hospital 12 miles, 
no other doctor in town of 1,000. With surgery, income 
can be doubled. Will be glad to help anyone who takes 
my place on week-ends, if needed. Health, reason for 
leaving. Rent, $150.00 per month. Contact R. G. Lom- 
men, M.D., Manton, Michigan. 


* > 7 


BOARD-QUALIFIED RADIOLOGIST wishes salaried posi- 
tion, preferably Detroit area, starting next fall. Write to 
Box 6, 606 Townsend Street, Lansing 15, Michigan. 


* ~ * 


FOR RENT: Physician’s office, modern suite three years old 
Air conditioned, off-street parking. Location occupied by 
physician for 23 years. Association with three dentists. 
Flint, Michigan. Reply Box 5, 606 Townsend Street, Lan- 
sing, Michigan. 


logical 
prescription 
for 
overweight patients 


meprobamate plus d-amphetamine 


presses appetite... elevates mood ... eases 
sions of dieting ... without overstimulation, 
insomnia, or barbiturate hangover. 





Sacer cess 
: to one hour detore each meal. 


—_LEDERILE LABORATORIES 3 
: N CYANAMID COMPANY, Pearl River, N.Y. 





FOR SALE: General practice established 25 years, thriving 
and expanding residential area with shortage of generalists; 
excellent open staff hospital facilities (2) within three 
miles. Modern, well-equipped office with complete files; 
reasonable rent; desirable location on main street with bus 
stop within 100 feet. Gross income over $32,000 each of 
last five years. Terms arranged. Moving out of State. 
Reply Box 3, 606 Townsend Street, Lansing 15, Michigan. 


* * * 


OFFICE DESIRED by M.D. in northwest Detroit to as far as 
Birmingham. Rent must be reasonable. Write Box |, 606 
Townsend Street, Lansing 15, Michigan. 


* * + 


FIFTY-NINE-YEAR-OLD M.D. desires challenging position 
in geriatrics or geriatric research. Write Box 2, 606 Town- 
send Street, Lansing 15, Michigan. 


* + * 


FOR SALE: Many items of equipment from the practice of 
deceased physician, including Model SW-227 Diathermy, 
leather upholstered table, steel examining table, steel in- 
strument cabinet, health-o-meter beam scale and one baby 
scale. Medical library with four-section book case, steel 
utility table, medicine case 4 cu. ft., Norge refrigerator, 
and many surgical instruments. Contact Mrs. P. P. Sayre, 
M.D., Onsted, Michigan. 


x * * 


MICHIGAN DEPARTMENT OF MENTAL HEALTH is 
interested in obtaining additional staff physicians who 
are willing to accept the challenge of providing the best 
medical treatment available for its charges. Excellent 
opportunities for energetic, talented, ambitious medical 
doctors. Clinical supervisory positions as well as ad- 
ministrative positions available to those who meet the 
necessary qualifications. Salary to $18,884 depending 
upon qualifications. Many job benefits, including sick 
and annual leave, retirement, longevity compensation as 
well as merit increases. For further information contact 
V. A. Stehman, M.D., Deputy Director, Cass Building, 
Lansing, Michigan. 


* * + 


UNUSAL OPPORTUNITY: Large practice of forty- 
nine years by widow of physician and surgeon, 10575 
Morang Drive, Detroit 24, Michigan. Phone TUxedo 
5-6667 or 4-5820. 


* * + 


OFFICE SPACE FOR LEASE in modern professional build- 
ing. Large waiting room, private office, four examina- 
tion rooms, private bath and two small laboratories. 
Contact Dr. Bernard Weintraub, 1011 E. Michigan Ave., 
Lansing, Michigan. Phone IVanhoe 2-1396. 


* + . 


FOR SALE, Medical practice, with real estate. Nine 
rooms for doctors offices, apartment, two beauty shops 
and barber shop bringing in over $200.00 per month. 
Enough business for two doctors. Low down payment 
as present doctor is retiring due to age and _ health. 
Call: Lee Guernsey, LaNoble Realty Company, 1516 E. 
Michigan Ave., Lansing, Michigan. IV 2-1637, evenings 
IV 9-0814. 


a oe 


FOR SALE: General practice, lucrative home-office com- 
bination, good hunting, fishing and winter sports area. 
Office equipment, records and drugs. Owner leaving for 
health reasons. Good, modern hospital within eleven 
miles. Contact: Ralph Lommen, M.D., Manton, Michi- 
gan. 
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TESTED — Rx — APPROVED 


By 
Professional Management 


THE NEW PM WRITING BOARD 


Produces a receipt 
Battle Creek WO 55253 ONE Provides an up-to-date statement 


x Posts the patient’s account 
Detroit WO 1-6259 WRITING Permits photo-type statements 


Grand Rapids GL 6-178! ONLY Makes the day book record 
Saginaw SW 2-766! Minimizes bookkeeping 
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Established 1924 


MERCYWOOD SANITARIUM 


Conducted by Sisters of Mercy 


Treatment for Emotional and Mental Disorders 


Medica! Stef Gordon C. Dieterich, M.D. JACKSON ROAD 
Robert J. Bahra, M.D. Stuart M. Gould, Jr., M.D. ANN ARBOR, MICHIGAN 


Dean P. Carron, M.D. Leonard E. Himler, M.D. 
Francis M. Daignault, M.D. Stephen C. Mason, M.D. NOrmandy 3-8571 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN’ (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


FOR GREATER CONVENIENCE 


®relieves both mental and muscular tension 
without causing depression 


® does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 


WALLACE LABORATORIES, New Brunswick, N. J. 


CME-8426 


Say you saw it in the Journal of the Michigan State Medical Society 





new concept Cc 
for chronic constipation... 


and especially that associated 
with the irritable bowel syndrome 


TRABLETS* 


safe, gentle transition 
to normal bowel function 


DECHOTYL provides gentle stimulation of the bowel and helps restore normal con- 
sistency of the intestinal contents to gradually re-establish normal bowel function 
in your chronically constipated patients. 

THE RATIONALE of DecHory is based on an effective combination of 
therapeutic agents: 

DECHOLIN®, dehydrocholic acid, AMES, (200 mg.), the most potent hydro- 
choleretic available, is a chemically pure bile acid and has been used effectively 
in the treatment of biliary tract disorders for many years. It produces an increased 
flow of thin bile which helps to lower surface tension of intestinal fluids, promotes 
emulsification and absorption of fats and mildly stimulates intestinal peristalsis. 
Desoxycholic Acid (50 mg.), a choleretic, also is a chemically pure bile acid and 
stimulates an increased flow of bile, lowers surface tension and stimulates peristal- 
sis. By emulsifying fat globules, desoxycholic acid aids the digestive action of the 
fat-splitting enzyme, lipase. DECHOLIN and desoxycholic acid thus favorably influ- 
ence the constitution and the movement of the intestinal contents. 

Dioctyl Sodium Sulfosuccinate (50 mg.) is a wetting agent which lowers sur- 
face tension and aids the penetration of intestinal fluids into the fecal mass, provid- 
ing a moist stool of normal consistency. 

EFFECTIVE: Bile influences the constitution as well as the movement of the 
intestinal contents. The ingredients of major importance are DECHOLIN and desoxy- 
cholic acid which increase the flow of bile, lower surface tension, promote emul- 
sification and absorption of fats and mildly stimulate intestinal peristalsis. With 
dioctyl sodium sulfosuccinate, a good therapeutic effect can be obtained without 
the danger of toxicity or decreasing effectiveness even when used regularly. 

SAFE: Clinical evidence indicates that the constituents of DECHOTYL cause no 
systemic sensitivity, drug accumulation, habituation or interference with nutrition. 
Orally, in therapeutic amounts, DECHOTYL is without significant toxic effect. The 
only side effect following oral administration is diarrhea if the dosage is excessive. 
Dosage: Average adult dose—Two TRABLETS* at bedtime. Some individuals initially 
may require | to 2 TRABLETs three or four times daily. Contraindications: Biliary tract 
obstruction; acute hepatitis. 

Available: Trasiets,* coated, yellow, trapezoid-shaped; bottles of 100. 


*t.M. for AMEs trapezoid-shaped tablet. 


AMES 


COMPANY, INC 
Elahert « indione 
Toronto + Conedo 





SMITH 
KLINE & 
FRENCH 


in overweight 
*DEXAMYL 


brand of dextro amphetamine and amobarbital 


SPANSULE’ 


brand of sustained sustained release capsules 


for the patient who is tense, 
irritable, frustrated by inability 
to stick to diet 


..and for the patient who is listless, 
lethargic, depressed by reducing regimens: 


B DEXEDRINE® SPANSULE® 


brand of dextro amphetamine brand of sustained release capsules 
sulfate 























